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COMING IN FEBRUARY! 


Written by Internists as well as Surgeons, this new volume is designed 


to be the only single reference in medical literature encompassing and 
integrating completely the diverse origins of abdominal pain. 


THE DIFFERENTIAL DIAGNOSIS 


OF 


ABDOMINAL PAIN 


The first volume in the University of California Medical Extension Series, Los Angeles 


Four distinguished contributors: 


Sherman M. Mellinkoff, M.D., 
Editor 
Associate Professor of Medicine 
University of California 
(Los Angeles) 
School of Medicine 


Thomas P. Almy, M.D. 

Professor of Medicine, Cornell 
University 

Medical College, Visiting Physician 

and Director, Second (Cornell) 

Medical Division, Bellevue Hospital 


Willard E. Goodwin, M.D. 
Professor of Surgery (Urology) and 
Head, Division of Urology 
Department of Surgery 
University of California 

(Los Angeles) 
School of Medicine 


Victor Richards, M.D. 

Professor of Surgery, 

Stanford University School of 
Medicine 


1. Basic Considerations 
in the Study of Ab- 


CONTENTS 


4. Appendicitis 
nitis, and Abdominal 


HE FIRST in a new Blakiston series de- 

veloped from courses in the Medical Ex- 
tension Division of the University of Califor- 
nia at Los Angeles, THE DIFFERENTIAL 
DIAGNOSIS OF ABDOMINAL PAIN is de- 
signed to be the on/y single reference in medi- 
cal literature to encompass completely all 
origins of abdominal pain, exploring aspects 
of medicine, surgery, endocrinology, hema- 
tology, gynecology, urology and other medi- 
cal specialties. The neurophysiology and 
anatomy of abdominal pain are also covered. 


) IS unique in having as its authors pro- 
fessors of internal medicine as well as sur- 
gery, ensuring the avoidance of what the edi- 
tor, Dr. Mellinkoff, cites in his Preface as the 
twin dangers of abdominal diagnosis: medi- 
cal treatment where surgical treatment is 
imperative, and too-frequent surgery where 
more general medical survey of the patient's 
condition is necessary. The most recent ad- 
vances in the study of abdominal diseases, 
both medical and surgical, are covered, in- 
cluding recent discoveries concerning the 
neurophysiology of pain, information on the 
psychiatric aspects of abdominal pain, as well 
as discussions of numerous endocrine, toxic, 
hereditary, neurological, allergic, vascular, 
and hematological diseases and disorders due 
to physical agents such as radar waves and 
radiation. Chronic as well as acute abdominal 
pain is also covered. 


Perito- 7. Systemic Illness and 


Diseases Remote from 


dominal Pain. Abscesses. the Abdomen Causing 

i i , Abdominal Pain. 

2. 5. Other Painful Abdom- 
eo inal Diseases Requir- 8. An Approach _ to 
ing Surgery. Chronic or Recurrent 

gical Diseases of the 6. Retroperitoneal Causes 


Abdomen and Pelvis. 


of Abdominal Pain. Index 
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Just Ready! 


3 New Editions 
and 
1 New Book 


Lewis—PRACTICAL DERMATOLOGY 


How to identify the more common skin dis- 
eases and how to treat them are clearly em- 
phasized in this text. Topics covered range 
from treatment of cosmetic defects to the 
uses and limitations of antihistamines, anti- 
biotics, ACTH and cortisone. For this New 
(2nd) Edition there is significant new ma- 


terial on: collagen diseases—surgical tech- 
niques of dermabrasion, tattooing, chemosur- 
gery—the latest drug therapy, such as cortico- 
tropin and corticosteroids in treating skin dis- 
eases. A new chapter on Basic Sciences in 
Dermatology covers facts from related sci- 
ences. 


By Georce M. Lewis, M.D., F.A.C.P., Professor of Clinical fetisine (Dermatology), Cornell University Medi- 
cal College; as Dermatologist, The New York Hospital. About 360 pag es, 68” X 99”, with 555 illustra- 


tions. About $8. 


jew (2nd) Edition—Just Ready! 


Ranson-Clark— ANATOMY of the NERVOUS SYSTEM 


0th) 


This standard text is well known for its valu- 
able quality of “teachability.” It enables the 
student to understand the nervous system not 
only as an entity, but also in its relation to the 
rest of the living organism. Functional signif- 
icance is made obvious while structural de- 
tails, which might otherwise make dull and 
tiresome study, become interesting. For this 


New (10th) Edition terminology adopted by 
the International Anatomical Committee is 
used wherever possible. Information and ter- 
minology on the cerebellum derived from the 
work of Larsell and others is included. The 
relationship between structure and function 
is strongly emphasized. 


ty SrepHen Water Ranson, M.D., Ph.D., Late Professor of Neurology and Director of Neurological Institute, 
Northwestern University Medical School, Chicago; Revised by Sam Littarp Ciark, M.D., Ph.D., Professor and 
Chairman of the Department of Anatomy, The Vanderbilt University School of Medicine, Nashville. About 644 
pages, 62” X 99”, with about 434 illustrations, some in color. About $9.50. New (10th) Edition—Just Ready! 


Hall—FUNCTION of the ENDOCRINE GLANDS 


Medical students, physiologists and teachers 
will appreciate the simple and unadorned style 
of writing in this new text, which is a beauti- 
fully clear, effective presentation of the nor- 
mal functioning of the human endocrine sys- 
tem. A brief review of organic chemistry 
opens the book. This is entirely self-contained 
and may be omitted by those already well 


grounded in this subject. Ten chapters cover 
the endocrine glands. The final chapters in- 
clude endocrine factors in growth, maturation 
and decline; nervous control of endocrine 
glands; steroid metabolism. All recent ad- 
vances in the field are included in this up-to- 
date presentation. 


By Peter F. Hatt, M.D., Lecturer * aed University of Sydney, Australia. About 300 pages, 6” 
N 


with about 50 illustrations. About $5 


ew—Just Ready! 


Dorland—POCKET MEDICAL DICTIONARY 


(20th) 


W. B. 


West Washington Square 


Thoroughly revised and completely up to 
date, this New (20th) Edition is an abridged 
version of the larger Dorland Illustrated 
Medical Dictionary. At your fingertips you 
will find spelled, pronounced and defined the 
time-proven terms as well as the very latest 


additions to the vocabulary of medicine. Defi- 
nitions are brief, clear, adequate and to the 
point. All main entries are respelled for pro- 
nunciation. Diacritical marks are included. 
You will value the compact and convenient 
format, thumb-indexed for easy reference. 


Abridged from Dorland’s Illustrated Medical Dictionary. 698 pages, 44” X 64”. Thumb-indexed. About $4.50 


New (20th) Edition—Just Ready! 


SAUNDERS COMPANY 


Philadelphia 5 
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Detaled Operative “Jechnics in General Surgery 


ATLAS OF 


TECHNICS IN SURGERY 


By JOHN L. MADDEN, M.D., F.A.C.S. 
Director of Surgery, St. Clare's Hospital, N. Y. C. 


Associate Clin. Prof. of Surgery, N. Y. Medical College 
Introduction by JOHN H. MULHOLLAND 
Illustrations by ALFRED FEINBERG and ROBERT WABNITZ 


Foreword by JAMES M. WINFIELD 
Critical Discussions by 62 EMINENT SURGEONS 


This new Atlas is designed to meet the exacting requirements of the practicing surgeon and the 
surgeon-in-training for illustrations which clearly picture major and in-between steps of the operative 
procedures in general surgery. Illustrations occupy right hand pages with descriptive legends sharing 
corresponding left hand pages with critical discussions (by outstanding surgeons) and a complete 
bibliographic reference list. 


DISCUSSIONS BY 
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John M. BEAL 
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APPLETON-CENTURY-CROFTS, 


1843 ILLUSTRATIONS ON 295 FULL PAGE PLATES 


The 1843 individual illustrations are originals perfected from sketches made 
in the operation room by Alfred Feinberg or Robert Wabnitz. Each illustration 
pictures structures with anatomical accuracy for ready identification. Printed 
reproduction is by an improved deep-etch process on a special, slightly tinted 
paper which produces a third dimensional, rotogravure effect. 


101 INDIVIDUAL PROCEDURES DESCRIBED AND ILLUSTRATED 


Following contributed sections on fluid balance, pre- and post-operative 
care by Henry T. Randall and anesthesia by George A. Keating, the author 
covers the types and choice of incision before describing the illustrated step-by 
step technics of the 89 important procedures (in general surgery). The major 
space allocation is to thoracic, abdominal and cardiovascular procedures. 


CRITICAL DISCUSSIONS BY 62 AUTHORITIES 


62 skilled surgeons critically discuss the author's operative technics to point 
out any in-between steps with which they disagree and to describe optional \ 
alternate steps which they prefer as having produced better results for them. 
The result is a highly desirable balance of opinion. 


MOST COMPLETE ATLAS IN ITS FIELD 


Also NEW 

No other Atlas in the field of general surgery pro- nuttin 
vides such a wealth of illustrations or detailed descrip- PEDIATRIC SURGERY 

tive text. The critical discussions and list of references 1958. $20.00 


are unique and practical features. Publication in a single 
Doug‘as & Stromme's 


volume permits ease of reference and the 9” x 12” page ff OPERATIVE OBSTETRICS 


size allows large size reproduction of illustrations to 1957. $20.00 
show operative and anatomic details with great clarity. 
John Borrie's 
MANAGEMENT OF 
Madden's ATLAS OF TECHNICS IN SURGERY EMERGENCIES IN 
is an indispensable reference for all physicians practicing | THORACIC SURGERY 
1958. $10.00 


or planning to practice surgery. 


670 PAGES. 1843 ILLUS. OCT. 1958. $30.00 


INC. 
35 W. 32nd Street, New York 1, N. Y. 
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Dandruff is a chronic nuisance to some 70 million Americans. 
Yet strangely enough, few patients will think to ask you about it. 
They don’t seem to realize their dandruff is a medical problem. 

Instead they are simply enduring their discomfort. Or turning 
to their barber or beautician. Or to a succession of publicly 
advertised “‘cures’”’ for dandruff. 

That’s why they’ll appreciate a word from you when you spot 
the tell-tale signs of scalp trouble. With the aid of Selsun,® 
Abbott’s selenium sulfide suspension, you can relieve most cases of 
dandruff—promptly and pleasantly. 

Since Abbott introduced Selsun in 1951, it has become the most 
effective treatment known for seborrheic dermatitis and simple dandruff. 
It controls symptoms in 81 to 87% of seborrheic dermatitis cases, and 
in 92 to 95% of simple dandruff cases. After symptoms are controlled, 
one Selsun application keeps the scalp healthy up to four weeks. 

The patient applies Selsun like a shampoo, rinses it off five 
minutes later. That’s all there is to it. 

Selsun is sold on your prescription only. It is available in 4-fluid- 
ounce bottles, complete with easy to follow direc- 
tions. Your patients will appreciate its prescription. Obbott 


SELSUN 


(Selenium Sulfide, Abbott ) 
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JANUARY 1959 
American Acapemy or OrtHoparpic Surceons, Palmer 
House, Chicago, Jan. 24-29. Dr. Clinton L. Compere, 720 
N. Michigan Ave., Chicago 11, Secretary. 


INTERNATIONAL MepicaL AsseMBLy oF SouTHWEST TEXAS, 
Gunther Hotel, San Antonio, Tex., Jan. 26-28. Mr. S. E. 
Cockrell, Jr., 202 W. French Pl., San Antonio, Tex., Ex- 
ecutive Secretary. 


Rocky Mountatn Traumatic SurRGIcAL ASSOCIATION, 
Aspen, Colo., Jan. 28-31. Dr. Charles B. Bartell, 1600 
Orange Ave., Long Beach 13, Calif., Secretary. 

Western Soctety ror Cirnicat Researcu, Carmel-by-the- 
Sea, Calif., Jan. 29-31. Dr. William N. Valentine, Univer- 
sity of California Medical Center, Los Angeles 24, Secre- 
tary. 


FEBRUARY 
American AcapeMy oF ALLERGY, Morrison Hotel, Chicago, 
Feb. 9-11. Dr. Bram Rose, Royal Victoria Hosp., Mont- 
real, Quebec, Secretary. 


AmerRiIcaAN AcaDeMy oF Forensic Sctences, Drake Hotel, 
Chicago, Feb. 26-28. Dr. Walter J. R. Camp, 1853 W. 
Polk St., Chicago 12, Secretary. 

American Acapemy or OccurationaL Mepictng, Boston, 
Feb. 11-13. Dr. L. Blaney, 1608 Walnut St., Philadel- 
phia 3, Secretary. 

American CoLtrce or Rapiotocy, Drake Hotel, Chicago, 
Feb. 6-7. Mr. William C. Stronach, 20 N. Wacker Dr., 
Chicago 6, Executive Director. 


AMERICAN Mepicat Association: Fifty-fifth Annual Con- 
gress on Medical Education and Licensure, Palmer House, 
Chicago, Feb. 7-10. Dr. Edward L. Turner, 535 N. Dear- 
born St., Chicago, Secretary. 

CALIFORNIA Association, Sheraton-Palace Hotel, 
San Francisco, Feb. 22-25. Mr. John Hunton, 450 Sutter 
St., San Francisco 8, Executive Secretary 


Concress on Inpusteiat Heattu, Netherland Hilton Hotel, 
Cincinnati, Feb. 16-18. Dr. B. Dixon Holland, 535 N 
Dearborn St., Chicago 10, Secretary. 


MARCH 
American COLLece or ALLercists, Fairmont Hotel, San 
Francisco, Mar. 15-20. Dr. M. Coleman Harris, 450 Sutter 
St., San Francisco, Secretary. 


AMERICAN LARYNGOLOGICAL AssocIATION, The Homestead, 
Hot Springs, Va., Mar. 8-9. Dr. James H. Maxwell, Uni- 
versity Hospital, Ann Arbor, Mich., Secretary. 


AMERICAN LARYNGOLOGICAL, RKHINOLOGICAL & OTOLocIcal 
Society, The Homstead, Hot Springs, Va., Mar. 10-12 
Dr. C. Stewart Nash, 708 Medical Arts Bldg., Rochester 7, 
N.Y., Secretary. 

AMERICAN ORTHOPSYCHIATRIC AssocIATION, Sheraton-Palace 
Hotel, San Francisco, Mar. 30-Apr. 1. Dr. Marion F. 
Langer, 1790 Broadway, New York 19, Executive Secre- 
tary. 

AMERICAN OroLocicaL Society, The Homestead, Hot 
Springs, Va., Mar. 13-14. Dr. Lawrence R. Boies, Uni- 
versity Hospital, Minneapolis 14, Secretary. 

MICHIGAN AcapeMy or GENERAL Practice, Post-GrapvuaTE 
Cuinic, Sheraton-Cadillac Hotel, Detroit, Mar. 5. Dr. 
F. P. Rhoades, 970 Maccabees Bldg., Detroit 2, Conven- 
tion Manager. 


NaTIOoNAL HeattH Counctt, Palmer House, Chicago, Mar. 
17-19. Mr. Philip E. Ryan, 1790 Broadway, New York 
19, Executive Director. 


NATIONAL MULTIPLE ScLerosts Socrety, New York, Mar. 9. 


Mr. Donald Vail, 257 4th Ave., New York 10, Secretary. 


Calendar of Meetings 


SOUTHEASTERN SurcicaL Concress, Deauville Hotel, Miami 
Beach, Fla., Mar. 9-12. Dr. Benjamin T. Beasley, 45 
Edgewood Ave., S. E., Atlanta 3, Ga., Secretary. 

SouTHWESTERN Surcicat Concress, New Brown Palace 
Hotel, Denver, Mar. 30-Apr. 1. Dr. C. M. O'Leary, 1213 
Medical Arts Bldg., Oklahoma City, Okla., Secretary. 


APRIL 

AMERICAN ACADEMY oF GENERAL Practice, San Francisco, 
Apr. 6-9. Mr. Mac F. Cahal, Volker Blvd., at Brookside, 
Kansas City 12, Mo., Executive Secretary. 

AMERICAN AcapeMy or Nevurotocy, Statler Hotel, Los 
Angeles, Apr. 13-18. Dr. Joseph M. Foley, Boston City 
Hosp., Boston, Secretary. 

AMERICAN ASSOCIATION oF ANATOMISTS, Seattle, Apr. 1-3 
Dr. B. Flexner, Univ. of Pa., Med. School, Philadelphia 4, 
Secretary. 


AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLO- 
cists, Somerset Hotel, Boston, Apr. 23-25. Dr. Russell L 
Holman, 1542 Tulane Ave., New Orleans 12, Secretary. 


American CoLiece or Osstetrictans & GYNECOLOGISTS, 
Traymore Hotel, Atlantic City, N.J., Apr. 5-9. Dr. John 
C. Ullery, 15 S. Clark St., Chicago 3, Secretary. 


American CoLtece or Puysicians, Conrad Hilton Hotel, 
Chicago, Apr. 20-24. Mr. E. R. Loveland, 4200 Pine St., 
Philadelphia 4, Executive Secretary. 


AMERICAN SurcicaL Association, Fairmont Hotel, San 
Francisco, Apr. 15-17. Dr. W. A. Altemeier, Cincinnati 
Gen. Hospital, Cincinnati 29, Secretary. 


Soctety oF NeuroLocicat SurGcrons, Waldorf-Astoria Hotel, 
New York, Apr. 27-28. Dr. Bronson S. Ray, 525 E. 68th 
St., New York 21, Secretary. 


INTERNATIONAL AND FOREIGN 
FEBRUARY 1959 
CentTrRaL SurcicaL Association, Montreal, Can., Feb. 19- 


21, Dr. A. D. McLachlin, Victoria Hosp., London, Ontario, 
Secretary 


Soctety or University Surcrons, Denver, Colo., Feb. 12- 
14. Dr. James D. Hardy, Univ. Medical Center, Jackson, 
Miss., Secretary. 


MARCH 


BanaMAsS Mepicat Conrerence (Seventh), British Colonial 
Hotel, Nassau, Bahamas, Mar. 30-Apr. 12. For informa 
tion write: Dr. B. L. Frank, 23 E. 79th St., New York 21, 
N.Y., U.S.A. 

CANADIAN Mepicat Association, British Columbia Division, 
Section of General Practice, Harrison Hot Springs Hotel, 
Harrison Hot Springs, B.C., Mar. 19-21. Dr. W. Douglas 
McCauly, 149 Kenneth St., Duncan, B.C., Registrations 


INTERNATIONAL COMMITTEE OF Mepictne & 
Puarmacy, Paris, France, Mar. 31—Apr. 5. For informa 
tion address: International Committee of Military Medi 
cine & Pharmacy, Hospital Militaire, 79, rue Saint Lau 
rent, Liége, Belgium 


APRIL 
Japan Mepicat Concress, Tokyo, Japan, Apr. 1-5. For in- 
formation address: The Japan Medical Association, 2 


Chone Surigadai Kanda, Chiyoda-Ku, Tokyo, Japan. 


MAY 


CONFERENCE ON INTERNATIONAL UNION For HEALTH Epv- 
CATION OF THE PusBtic, Diisseldorf, Germany, May 2-9 
For information address: Secretary-General, 92, rue St 
Denis, Paris 1, France. 


Harvie—Pediatric Methods and Standards 


From the Department of Pediatrics, School of Medicine, University of Pennsylvania 
Edited by FRED H. HARVIE, M.D. 


Associate Professor of Clinical Pediatrics 


Here in one handy-sized pocket volume are the essential facts of pediatrics in readily usable 
form. Concise, factual data and test methods fill every page, with just enough text matter to 
facilitate their proper usage. For this new edition, the text has been revised completely. New 
material has been included to bring it up to date in every respect. Already a long established 
part of pediatric teaching and practice in Philadelphia, this highly useful handbook is now 
made generally available in response to many requests. 


New 3rd Edition. 330 Pages, 44” 8”. Many Tables, Charts and Diagrams. $4.50 


Taylor—Essentials of Gynecology 


By E. STEWART TAYLOR, M.D. 


Professor and Head of the Department of Obstetrics and Gynecology, 
University of Colorado School of Medicine, Denver 


Dr. Taylor has written this book to meet the needs of undergraduate medical students and 
young practitioners of gynecology. Physiology, anatomy and pathology of gynecology are 
correlated with clinical practice. The medical, surgical and irradiation treatments of gyneco- 
logic diseases are presented and carefully selected illustrations help readers to visualize the 
principles and objectives of frequently used gynecologic operations. Among the many features 
are details of microscopic gynecological pathology; chapters on the pituitary gland and ad- 
renal gland as applied to gynecology; and sound advice on history taking, physical examina- 
tions and office laboratory procedures. 


New. 502 Pages. 343 Illustrations and 7 in Color on 4 Plates. $12.00 


Buchanan— 
Functional Neuro-Anatomy 


By A. R. BUCHANAN, M.D. 


Professor and Head of Department of Anatomy, University of Colorado 
School of Medicine, Denver 


This concise, yet complete textbook provides students with a practical concept which may 
be applied later in the study of clinical neurology. Ascending and descending tracts are traced 
from origin to termination at the time of their first mention. Fits admirably into the crowded 
curricula where the subject is covered in a limited number of hours. 


3rd Edition. 362 Pages,7” 10”. 273 Illustrations, 18 in Color. $7.50 
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TACHYCARDIA 

—ALMOST WITHOUT REGARD 
TO CAUSE— 

CAN NOW BE CONSIDERED 


AN INDICATION FOR 
SERPASIL 


(reserpine CiBA) 


The heart-slowing action of Serpasil can be of therapeutic value in a wide variety of conditions marked by 
an increased heart rate. + Serpasil prolongs diastole, allowing more time for the myocardium to recover and 
enhancing cardiac blood flow and efficiency.' This heart-slowing effect is unrelated to the antihyperterisive 
effect of Serpasil; that is, in normotensive patients with tachycardia, Serpasil will slow heart rate without 
decreasing blood pressure. * Serpasi! is thought to slow the heart by central suppression of afferent sympa- 
thetic activity,? thus inhibiting impulses to the cardio-accelerator fibers and allowing the normal braking 
action of the vagus to predominate. This heart-slowing action is unlike that of the agents now in widespread 
use—the veratrum derivatives, digitalis, quinidine, and parasympathomimetic agents. Serpasil is virtually free 
of the dangers (heart block, cardiac arrest) and the disadvantages of “titrating” dosage heretofore encountered 
with bradycrotic drugs. 


SERPASIL HAS PROVED EFFECTIVE AS A HEART- 

SLOWING AGENT IN THE FOLLOWING CONDITIONS: 
MITRAL DISEASE** MYOCARDIAL INFARCTION‘ CARDIAC ARRHYTHMIAS*" 
NEUROCIRCULATORY ASTHENIA*"? + THYROID TOXICOSIS**"* EXCITEMENT 
AND EFFORT SYNDROMES* CARDIAC NEUROSIS*"*"* CONGESTIVE 


NOTE: In patients receiving digitalis or quinidine, Serpasil therapy should be initiated with especially careful 
observation. Serpasil is not recommended in cases of aortic insufficiency. 


DOSAGE FOR TACHYCARDIA: Dose range is 0.1 to 0.5 mg. per day. Rapid heart rate usually will be relieved within 1 to 2 weeks, 
at which time the daily dose should be reduced. suppiiep: Tablets, 1 mg. (scored), 0.25 mg. (scored) and 0.1 mg. Elixirs, 1 mg. 
and 0.2 mg. Serpasil per 4-ml. teaspoon. Samples available on request. REFERENCES: 1. Cotten, H. B., Herren, W. S., McAdory, 
W. C., and Klapper, M. S.: Am. J. M. Sc. 230:408 (Oct.) 1955. 2. Schneider, J. A.: Am. J. Physiol. 18/:64 (April) 1955. 
3. Schumann, H.: Ztschr. Kreislaufforsch. 43:614 (May) 1954. 4. Schumann, H.: Klin. Wehnschr. 33:124 \Feb.) 1955. 
5. Schumann, H.: Ztschr. Kreislaufforsch. 45:115 (Feb.) 1956. 6. Halprin, H.: J. M. Soc. New Jersey 52:616 (Dec.) 1955. 
7. Hollister, L. E.: Personal communication 1956. 8. Achor, R. W. P., Hanson, N.O., and Gifford, R. W., Jr.: J.A.M.A. 159-841 
(Oct. 29) 1955. 9. Harris, R.: Ann. New York Acad. Sc. 59:95 (April 30) 1954. 10. Schumann, H.: Ztschr. Kreislaufforsch. 
43:614 (May) 1954. 11. Hughes, W., Dennis, E., McConn, R., Ford, R., and Moyer, J. H.: Am. J. M. Sc. 228:21 (July) 1954. 
12. Wiggers, C. J.: Physiology in Health and Disease, Sth Ed., Lea & Febiger, Philadelphia, 1949, p. 328. 13. Zaky, H. A.: Lancet 
2:600 (Sept. 18) 1954. 14. Perera, G. A.: J.A.M.A. 159:439 (Oct. 1) 1955. 15. Avol, M., and Vogel, P. J.: CIBA 
J.A.M.A. 159:1516 (Dec. 17) 1955. ieee 
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DEXAMETHAS 


more patients more etter 
a new order of magnitude in therapeutic effectiveness 


a new order of magnitude in margin of safety 


Excellent and good-to-excellent results are re- 
portedt with DECADRON in nearly all of 362 
patients with various allergic disorders, includ- 
ing a number of cases who had failed to respond 
to other corticosteroids. No major reactions were 
observed in these extensive clinical studies even 
after four months of continuous therapy— 
DECADRON produced no peptic ulcer, no dia- 
betes, no significant hypertension, no sodium 
retention, no potassium depletion, no edema, no 
undesirable psychic reactions, and no unusual 
or new side effects. Less thah five per cent of 
patients experienced minor reactions, none of 
which prevented continuing administration of 
DECADRON. 


Moreover, several investigators report that side 
effects induced by previous corticosteroid then 


apy such as gastric intolerance, peripheral 
edema, headache, vertigo, muscle weakness, 
ecchymoses, flushing, sweating, moon facies, 
hypertension, hirsutism and acne often disap- 
peared during therapy with DECADRON. 
tAnalysis of clinical reports. 

Dosage: One 0.75 mg. tablet of DECADRON will replace 
one 4 mg. tablet of methy!lprednisolone or triamcinolone, 
one 5 mg. tablet of prednisone or prednisolone, one 20 


mg. tablet of hydrocortisone, or one 25 mg. tablet of 
cortisone. 

Detailed information on dosage and precautions is 
available to physicians on request. 

Supplied: As 0.75 and 0.5 mg. scored, pentagon-shaped 
tablets in bottles of 100. 

©1958 Merck & Co., Inc. *DECADRON is a trademark of 
Merck & Co., Inc. 
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in vaginitis 
TRICOF ON 


destroys all 3 principal pathogens 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON IMPROVED 
provides: a new specific moniliacide MICOFUR® bran of nituroxime, 

the established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus vaginalis. 


1. Office insufflation once weekly of the Powder (MICOFUR [anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 0.375% and FUROXONE 0.25% in a water-miscible base). 


a NEW BOX OF 24 SUPPOSITORIES WITH APPLICATOR 
& FOR MORE PRACTICAL AND ECONOMICAL THERAPY. 
NITROFURANS —a new class of antimicrobials—neither antibiotics nor sulf id aul l. 
EATON LABORATORIES, NORWICH, NEW YORK 
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A workhorse 


“mycin” 
for 
common 
infections 


respiratory infections 


With well-tolerated CYCLAMYCIN, you will 
tind it possible to control many common 
infections rapidly and to do so with remark- 
avle freedom from untoward reactions. 
CYCLAMYCIN is indicated in numerous bac- 
terial invasions of the respiratory system — 
lobar pneumonia, bronchopneumonia, tra- 
reliable and 
reproducible cheitis, bronchitis, and other acuteinfections. 
blood levels It has been proved effective against a wide 
range of organisms, such as pneumococci, 
H. influenzae, streptococci, and many strains 
of staphylococci, including some resistant to 


prompt, hig" 
blood level: 


other “mycins.” Supplied as Capsules, 125 
s 

ns and 250 mg,., vials of 36; Oral Suspension, 

reactions 


125 mg. per 5-cc. teaspoonful, bottles of 2 
fl. oz. 


CYCLAMYCIN'™ 


Triacetyloleandomycin, Wyeth 
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Important New Mosby Textbooks 
to Consider for Next Semester 


Prior-Silberstein PHYSICAL DIAGNOSIS 
Properly Introduces Your Students to Clinical Medicine 


Written with a realistic approach to the problems which confront the medical 
student facing for the first time the many challenging and bewildering clini- 
cal problems of a practicing physician, the new Mosby text PHYSICAL 
DIAGNOSIS acquaints the student with the most important basic tools of his 
trade—the history, physical examination and essential medical terminology. 
This book helps you fulfill the fundamental objective of a course in “Physical 
Diagnosis”—to teach the student how to obtain a good history and to perform 
a satisfactory physical exa.uination. Furthermore, it is the only textbook which 
provides the student with all of the following information he should receive 
in this course to properly introduce him to clinical medicine. 


@ Devotes particular attention to the student's approach to his patient and 


ives him comprehensive instruction on how to develop a clear and chrono- 
logically organized history. 


@ Profusely illustrates with pen and photographs the techniques of the 
physical examination, gives special attention to the mechanics of the examina- 
tion, differentiation of the normal from the abnormal and the interpretation 
of these findings. 


@ Keeps discussions of disease processes to a minimum so that developing 
students may first acquire appreciation of the normal. ; 
By JOHN A. PRIOR, M.D., Professor of Medicine, Ohio State University School of Medicine, 
Columbus, Ohio; and JACK SILBERSTEIN, M.D., Associate Clinical Professor of Medicine, 


Ohio State University School of Medicine, Columbus, Ohio. Ready later this month. Approx. 
355 pages, 634” X 934”, 193 illustrations. Price, $7.50. 


New 3rd Edition Moseley TEXTBOOK OF SURGERY 
Best Illustrated, Most Practical and Up-to-date Surgery Text Available 


With 167 additional black and white illustrations and 30 more in color, the 
new 3rd edition of Dr. H. F. Moseley’s TEXTBOOK OF SURGERY will be 
unquestionably the best illustrated surgical textbook in this field where visual 
aid in teaching is so important. Scheduled for publication later this month, 
this new edition will be ready in time for adoption in your Spring classes. 


Based on sound principles and stressing clinically tried procedures, this text 
is completely revised, expanded and brought up to date to include all of the 
advances in surgery since the 2nd edition. The sections on surgery of the heart, 
great vessels, and lungs have been completely rewritten. This book not only 
gives all the technical procedures which every student must master, but also 
covers the clinical bedkguned and gives the “reasons why” a certain pro- 
cedure is followed. A staff of 40 collaborators worked together as a closely 
knit team, pooling their knowledge to produce a book strong in every area—a 
book which will give your students a far more comprehensive and practical 
understanding of surgery than can be found in any other textbook. 


Edited by H. F. MOSELEY, M.A., D.M., M.Ch. (Oxon), F.A.C.S., F.R.C.S. (Eng.), Assistant Pro- 
fessor of Su » McGill Univ ; Associate —— oyal Victoria i, Montreal, 
Canada. Ready this month. 3rd ed y x. 1174 pages, 6%” 10”, 738 text illustra- 
tions, 108 color plates. About, $17.00. 


C Gladly Sent upon Publication to Teachers for Consideration as Texts 


V M The C. V. MOSBY Company 


3207 Washington Boulevard, St. Louis 3, Missouri 
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Until the discovery of DECADRON* by MERCK SHARP & DOHME, when your diabetic patients 
were also in need of corticosteroids, you were often faced with a difficult therapeutic dilemma. 
Diabetes mellitus was a recognized contraindicatior to the use of corticosteroids, since they 
not only aggravated the existing diabetic symptoms, but often precipitated latent diabetes. 


NOW EVEN 


many diabetic patients 
may have THE FULL 
BENEFITS 


CORTICOSTEROID 
THERAPY 


DECADRON—the new and most potent of all anti-inflammatory corticosteroids — 
is remarkable for its virtual absence of diabetogenic effect in therapeutic doses. 


In clinical trials with some 1,500 patients, glycosuria 

was noted in only two, transitory glycosuria in another 

A> two, and flattening of the glucose tolerance curve in 
ae one. There were no instances of aggravation of exist- 
ing diabetes, no increase in insulin requirements. 
Patients whose diabetes was severely aggravated on 

prednisolone showed good tolerance when transferred 

to DECADRON. 


MORE patients can be treated with DECADRON than 


with other corticosteroids, because in addition to 
being practically free of diabetogenic activity, therapy 
with DECADRON is also practically free of sodium 


retention, potassium depletion, hypertension, edema 

and psychic disturbances. Cushingoid effects are 

. a fewer and milder. DECADRON has not caused any 
new or “peculiar” reactions, and has produced neither 

* euphoria nor depression, but helps restore a 


“natural” sense of well-being. 
DEXAMETHASONE po ee is a trademark of Merck & Co., Inc., 
. Merck & Co., Inc. 
to treat more patients 
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IN ENDOCRINE INFERTILITY Some patients may be 
infertile because progestational proliferation of the endome- 
trium is inadequate and nidation fails. Improvement of the 
endometrium following therapy with NORLUTIN enhances 
the possibility of conception. In one study of 38 patients 
treated with NORLUTIN or a related compound, 7 conceived 
within five months following termination of therapy, “...a 
relief rate of 18 per cent in this unpromising group.”* 

case summary* Primary infertility was the diagnosis in a 
32-year-old patient who had failed to conceive after 3 years of 
marital status. She was treated with NORLUTIN for 3 cycles, on 
the fifth through the twenty-fifth day. During the first cycle she 
received 5 mg. per day; the dose was increased to 10 mg. per day ; ES 
for the second and third cycles. One cycle after cessation of ae ie ae 
therapy, she conceived. 


indications for NORLUTIN Cond.tions involving deficiency of 
progesterone, such as primary and secondary amenorrhea, menstrual 
irregularity, functional uterine bleeding, endocrine infertility, threatened 3 
ee abortion, habitual abortion, premenstrual tension, and dysmenorrhea. t's 4 


x *Gareia, C, R.; Pincus, G., & Rock, J.: Am. J. Obst. & Gynec. 75:82, 1958. ze 
packaging 5-mg. scored tablets, bottles of 30. 

PARKE, DAVIS & COMPANY DETROIT 32, MICHIGAN : 
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While the patient whirls... 


This represents treatment of a deep-seated neoplasm with a Cobalt-60 Beam Therapy Unit at 
Montefiore Hospital, New York. 

Produced in large quantities in atomic energy installations, Co” is being widely used as a source 
of radiation in teletherapy. It is less expensive than comparable supervoltage roentgen equip- 
ment and costs only $2 a curie compared with $20,000 a curie for radium. 

While teletherapy with Co” has certain technical and clinical advantages, rediotherapists stress 
an inherent limiting factor common to all megavoltage beam therapy—the reaction in normal 
tissues surrounding the tumor when tumoricidal quantities of external radiation are delivered. 
Internal administration of an isotope for effective localized radiation might avoid this hazard. 
In research circles, great hope is expressed that eventually newly synthesized compounds with 
marked affinities for specific tissues may be tagged with suitable radioisotopes for selective, 
localized treatment. Lakeside Laboratories, Milwaukee 1, Wisconsin. 
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The Problem of the Change* 


LOWELL T. COGGESHALL, M.D.t 
School of Medicine, Division of Biological Sciences, University of Chicago, Chicago, IIl. 


A nation’s search for talent and the manner 
in which it is permitted or encouraged to 
develop has always been a critical aspect 
of national existence. Never has this been 
more true than at the present time. We have 
a special, highly important responsibility to 
society, since we provide the medical talent 
and the research upon which our national 
health depends. Surely the well being of 
our people is secondary only to our national 
security. 

Today we are experiencing an educational 
ferment in medicine impressive in substance, 
quality, and foresight. In the past decade 
and a half, there has probably been more 
experimentation resulting in better educa- 
tional patterns and more research of a su- 
perior quality than has occurred during any 
similar period in medical history. Never be- 
fore have so much thought, effort, and re- 
sources been devoted especially to the non- 
curative aspects of medicine. The success of 
our efforts is a matter of public as well as 
professional interest. 

The current tempo of events has prompt- 
ed some critics to call us over-enthusiastic, 
impatient planners. Others constantly urge 
more foresight, bolder steps, and greater ex- 
penditures. Whatever the outcome, we are 
now in a historic period of great change. We 
cannot be content with our successes—to be 
complacent is to regress. Never before have 
we, as an Association, done so much or had 
so many active programs in progress or in 
the planning stage. 

Yet when we look to our present and fu- 

* Presented at the 69th Annual Meeting of the 
Association of American Medical Colleges, Phila- 
delphia, Pa., October 13, 1958. 


+ President, Association of American Medical 
Colleges. 


ture responsibilities—one should probably 
designate them as opportunities—both at 
home and abroad, it is obvious that we have 
just begun. We must accept the challenge to 
greater effort while accepting the fact that 
changes create problems. Further, there 
must be constant emphasis that our grave 
concern for the future deals with the welfare 
of our people and not with a jealous and re- 


‘stricted regard for the medica! schools. 


The problem of the change I wish to dis- 
cuss this morning lies largely in the field of 
our partnership with the federa! government 
and what must be done to meet the ever 
increasing demands. I start with incontro- 
vertible evidence that our government has 
an intense interest in medical research and 
education and with the firm belief that this 
interest and participation are permanent. 

The Congressional attitude toward con- 
tinuing support is apparent at many points 
but can best be described by quoting ex- 
cerpts from the Conference Committee on 
the H.E.W. 1959 Appropriation Bill, later 
approved by the Congress. The House mem- 
bers said, “Insofar as the federal govern- 
ment is concerned . . . we do not want dol- 
lars alone to limit the rate of progress against 
disease through research. . . . Trained people 
and ideas, and facilities and equipment need 
time—these too are essential to progress 
against diseases.’ In the Senate the same 
sentiments were expressed: “In view of the 
progress in medical research leading to gains 
in humanitarian and economic terms that 
far outweigh the cost in money, the com- 
mittee must again reiterate that it will con- 
tinue to insure that lack of money will not be 
permitted to impede the advancement of 
medical research in this country, and it will 
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continue to recommend funds ample for the 
training of scientists and for construction of 
research facilities.” 

There is a second belief that even with the 
present rate of support, the anticipated re- 
sources will still not be sufficient for our 
future needs. However, I believe that in- 
creasing material resources will be made 
available because they do not depend upon 
the consuming interest of a few legislators or 
administrative leaders. The relatively liberal 
support of Congress is a reflection of public 
demand. Also, the public indicates further 
support by contributing generously on its 
own through private gifts and bequests and 
through the voluntary health organizations. 
In turn, the American people expect, even 
insist on, more rapid progress toward the 
solution of the most difficult health prob- 
lems. Thus, the generous moral and material 
support of the medical scientist and educa- 
tor today creates some problems of plenty as 
well as of want. 

Perhaps a brief look at the past can help 
us to gain a better insight into current fed- 
eral action. 

Prior to World War II medical research 
in this country was supported principally by 
foundations, by private gifts, and by the 
universities; there was practically no federal 
expenditure for this purpose. Although ac- 
curate figures are not available, the total 
outlay of public funds was relatively meager. 

In contrast, last year the universities, 
medical schools, and private research insti- 
tutes received $109 million or 66 per cent of 
their total research budgets from the gov- 
ernment alone. 

Interesting developments throughout our 
country’s history show that interest in 
medical science is not new. The idea that the 
government be the patron saint of science 
was recognized by the framers of our Con- 
stitution; although they did not provide spe- 
cifically for universities, there were frequent 
allusions to the need for a national scientific 
institution or institutions. Congress in the 
1780's stated that it was within their power 
and responsibility to promote science, and 
they attempted in vain to do so. 
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Benjamin Franklin and Thomas Jefferson 
were strong advocates of the development of 
a national posture in science. The states, al- 
though sympathetic, were jealous of the re- 
public and regarded the gesture as one of 
federal intrusion. Little or no further con- 
cern was evidenced by Congress in medicine 
except to establish quarantines to stem yel- 
low fever and cholera. 

However, in 1798, President Adams, with 
the support of Congress, passed an act 
which compelled merchant seamen to pay 
25¢ monthly for medical care and directed 
the administration to build hospitals and 
provide physicians for this service. This sig- 
nificant event, enacted 160 years ago and 
still in effect, can be defined as a classic ex- 
ample of socialized medicine and compulsory 
health insurance. Incidentally, this act was 
the beginning of the Public Health Service. 

Jefferson later attempted to persuade 
Congress to establish a national academy 
and university to be headed by a chancellor 
with broad powers, including traveling pro- 
fessors—an item not unknown to this group 
—and housing laboratories, libraries, botan- 
ical gardens, military and naval sciences, a 
patent office, a mint, and a medical school. 
This effort, however, did not materialize, 
and from the late 1700’s to 1830 science and 
government were only nodding acquaint- 
ances. 

As far as the government was concerned, 
there was little interest in science even dur- 
ing the Civil War. The National Academy of 
Sciences was established to furnish govern- 
ment with scientific advice, but with rela- 
tively little or no financial support. At the 
time of World War I there was little basic 
research; most of the activities were of an 
applied nature and were conducted by the 
Army. However, the National Research 
Council was established in 1918, and the 
Rockefeller Foundation gave $50,000 to cre- 
ate a Division of Medical Science. 

In 1925 President Hoover, then Secretary 
of Commerce, succeeded in stimulating a 
national research fund, but this was drasti- 
cally cut during the depression. 

The first signs of continuous and expand- 
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ing interest of the government in health 
affairs began in 1930, when the Hygiene 
Laboratory of the Public Health Service was 
moved to Bethesda and renamed the Na- 
tional Institutes of Health. The establish- 
ment of the National Cancer Institute in 
1937 stands out as a significant event in the 
history of public health, particularly when 
it was directed by Congress to extend its 
efforts to intra~ and extra-mural support of 
research and training. For the first time 
there was a radical departure from the 
limited concern for infectious disease and 
quarantine to the recognition that total 
health was a part of public welfare. 

This was a sharp turning point in our gov- 
ernment’s attitude toward medical science. 
In passing, it can be stated that the National 
Cancer Institute, in its experimentation to 
support cancer research and teaching, cre- 
ated a pattern of operation that has been 
both effective and generally respected. This 
has occurred because university scientists 
were given the major voice in directing the 
use and the distribution of these federal 
funds. 

Categorical training grants for cancer 
were later extended to include heart and 
mental diseases. Last year general training 
grants for the basic medical sciences were in- 
stituted. The total to be spend for the latter 
purpose in fiscal 1959 will approximate 
$6,040,000. In terms of government partici- 
pation in medical education—and looking 
toward better health and welfare—this is a 
most important action, materialistically and 
philosophically. 

To return, however, to the historical pic- 
ture, the need for increased effort in both 
basic and applied fields of medical research 
became apparent to the government as a 
whole during World War II, and large 
amounts of federal funds were provided to 
the universities. Both “crash” and long- 
range programs were financed largely under 
the guidance of the National Research 
Council committees. 

Following the war, our universities were 
never to return to their previous frugal 
existence. First, the Office of Naval Re- 
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search provided substantial grants for basic 
research. Later, the Public Health Service, 
the Veterans Administration, the three de- 
partments of the Department of Defense, 
the Atomic Energy Commission, and the 
National Science Foundation entered the 
grants field. These agencies continue to 
distribute new medical research funds. 

Perhaps this is as good a time as any to 
comment on the multiplicity of federal 
agencies providing funds for medical re- 
search. This practice has occasionally been 
questioned as expensive duplication of ei- 
fort. Is one agency aware of the others’ 
activities, et cetera? I feel very strongly that 
this is not harmful. The activities are com- 
plementary and, in a sense, offer a measure 
of control, since each must compete with 
programs to satisfy certain needs and to ex- 
cel in quality and effectiveness. 

Thus, since our country’s very beginning, 
we have observed a modest but a continuing 
governmental interest in medical science. 
The historical trend can be compared to 
the small brook which eventually becomes 
the mighty and powerful Mississippi. Our 
Mississippi stage began about a decade 
and a half ago. 

Let us look briefly at the financial pic- 
ture over the past 10 years, the period of 
greatest increase. During 1957 the nation 
spent more than ten billion dollars for all re- 
search and development. In 1948 the com- 
parable figure was about two billion. 

Has the total medical research dollar in- 
creased proportionately? It has, and very 
rapidly. In 1947 a total of $88 million was 
spent by all sources on medical research in 
this country. By 1957 this had grown to 
$330 million, approximately a fourfold in- 
crease. The federal share during this period 
grew from $28 million to $186 million, a six- 
fold increase. Private research funds in- 
creased only about 2} times, from $15 to 
$35 million. 

The source of university medical research 
funds is significant. In 1958, 66 per cent will 
come from the government, 21 per cent from 
philanthropy, 12 per cent from endowment, 
and 1 per cent from industry. If we base our 
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prediction of future trends upon the past 15 
years’ experience, total medical research ex- 
penditures will probably amount to approxi- 
mately a billion dollars by 1968. The esti- 
mate of the Bayne-Jones Committee was 
1970, but the action of the last Congress ad- 
vanced the time by almost 2 years. The 
amount going to the medical schools, uni- 
versities, and research institutes will be 
about $500 million, or nearly triple the $165 
million for 1957. 

Incidentally, the annual appropriation of 
federal funds has led to the wide use of the 
term “soft money.” This term is literally 
correct, but realistically speaking, these 
funds are probably as stable as our so-called 
“hard money” and should be so viewed. 

There will be both an actual and a rela- 
tive increase in the level of federal support, 
although we would prefer to see it retained 
at its present ratio of 50-50 matching funds. 
These increases can be defended, however. 
An actual increase is in the nation’s interest 
and, in fact, is demanded by our people. The 
relative federal increase probably will result 
if all other resources fail to maintain their 
proportionate share of this load. 

Unfortunately, it is difficult to believe 
that the federal share of the projected bil- 
lion dollars will be matched by all private 
funds in 1968. Receipts of the voluntary 
health agencies have increased in spite of the 
recent recession, but not to this extent. Busi- 
ness should provide a greater financial stake 
than 1 per cent of the total research funds 
used by our universities, particularly those 
industries with a direct interest in health. A 
change in the distribution of business funds 
would help to offset some of the imbalance 
favoring laboratory research over basic sup- 
port. Foundations and voluntary health 
agencies should distribute more of their 
funds for general support. Too many still in- 
sist that their funds be used for specific and 
new research projects. Such restrictions only 
increase the financial deficits and augment 
the difficulties of the schools by draining off 
the funds that should go to improve salaries 
or create new positions. 

Present patterns of support have done 
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much for laboratory or, as sometimes re- 
ferred to, “bench research.” The categorical 
project grants have provided fairly flexible 
support, particularly for the recognized in- 
vestigator. However, the needs for more 
basic or creative research are far from being 
satisfied. Much more investigation must be 
done on relatively unexplored areas of hu- 
man behavior, the problems of the aged, 
et cetera. All of this will require consider- 
ably more financial support. 

Every study to date has verified the 
necessity for greatly increased expenditures 
to provide necessary research beds, im- 
proved equipment, and the facilities to edu- 
cate increasing numbers of physicians, sci- 
entists, and auxiliary personnel essential for 
our country’s future health needs. We must 
plan to meet these needs, and now, because 
belated “crash” programs are too expensive 
and generally less effective. But can we 
solve the problem of maintaining present 
facilities and faculties while providing for 
the essential expansion for the future? 

First, we must get accurate cost and per- 
sonnel studies to determine more precisely 
and realistically our current and future 
needs. This will enable us to establish long- 
range goals that will furnish a more articu- 
late sense of purpose to guide us and those 
who will assist us. I urge the Association to 
undertake without further delay a more crit- 
ical examination of all pertinent data in 
order to tell our story in a more convincing 
manner. 

Now let us look at some of the ways by 
which medical schools can improve their 
financial situation. 

1. The medical schools should be relieved 
of the community responsibility of provid- 
ing free medical service to the indigent or 
the service patient. With over a third of our 
population now covered by some variety of 
insurance for health purposes, there would 
seem to be less necessity for imposing on the 
medical schools the tremendous financial 
burden for all, or even a portion of, the 
medical care costs. The use of the charity 
patient for teaching purposes is not neces- 
sary. Several institutions have successfully 
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used the paying patient to an intellectual 
advantage, without incurring financial defi- 
cits. 

2. Voluntary national and local health 
agencies, which contribute in excess of 
$50 million each year for medical research, 
should be educated to two basic convictions: 
(a) that their goals can be achieved more 
readily by supplying the total costs of re- 
search, not just the direct ones; and (b) that 
they must undertake to support general 
programs rather than an ever mounting 
number of relatively small projects. 

3. There are in excess of 2,000 founda- 
tions with specific health interests, almost all 
of which insist on the ancient tradition of 
prohibiting funds for alteration of labora- 
tories or general support. Foundation ad- 
ministrators should be shown the im- 
portance of supporting the wellspring on 
which future progress depends. The support 
of the National Fund for Medical Education 
and the American Medical Education Foun- 
dation have both been extremely helpful, 
although as yet far below their potentialities. 
Their strength lies in their flexibility. Indus- 
try, in general, and certain types of indus- 
try, in particular, have a far greater stake in 
medical education than the 1 per cent they 
now contribute. 

4. There are several other ways which 
seem tu be exploited to near capacity, i.e., 
increased student fees, private gifts, larger 
appropriations from city and state govern- 
ments. 

5. The failure to provide for full coverage 
of costs on government research grants is 
one major source of financial difficulty in 
many medical schools. To continue with the 
present allotments by the Public Health 
Service for indirect costs will lead only to 
further insolvency. To eliminate or drasti- 
cally reduce research activities is not the 
solution. 

The payment of the full costs of medical 
research would assist in removing some of 
the financial insolvency of medical schools 
and should be provided now. But it must be 
emphasized that the failure to provide an 
adequate percentage for indirect costs 
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should not be confused with direct support 
for over-all basic operations. 

More important, commenting on this 
topic, the House committee said that, in 
refusing an increase above 15 per cent, “It 
was not to be construed as a lack of aware- 
ness on their part that medical schools are 
facing acute financial crisis in terms of 
financing their general operations. The ques- 
tion is whether the problem ts /o be met di- 
rectly or indirectly” (author’s italics). 

Thus, Congress brought into the open a 
vital question, and one which in my opinion 
can no longer be avoided, namely, has the 
time arrived for some federal support of 
basic operations within our medical schools? 
If we are realistic, we must recognize, in 
principle, at least, it arrived some time ago. 
Most actions of Congress in the health field 
in the past decade and a half have been 
indicative of this eventuality. Certainly this 
year with the current variety and magnitude 
of support, i.e., expenditures by NIH alone 
will approximate $30 million for facilities, 
$9.6 million for fellowships, over $48 million 
in training grants, and $139 million for re- 
search grants, to be spent primarily in the 
medical schools, there is every reason to re- 
gard this question as practically academic. 
If we are to accept federal funds for opera- 
tions, however, there are a few important 
questions to be answered. 

Is the freedom of the university and its 
medical school likely to be trespassed or 
dominated by federal assistance in the form 
of general funds? The answer in my opinion 
is definitely no. If we can accef*t in excess of 
$200 million a year for training the medical 
student or one working for his Ph.D., cate- 
gorical and general training funds, on a very 
flexible and intelligent allotment system, it 
seems to me not possible to compromise our 
situation by providing a few funds that 

would pay for heat and light, for example. 

We have had 10 years of experience and 
have observed government dependence upon 
non-bureaucratic talent for both policy and 
operational guidance. In practically every 
role one can see the paramount influence 
of the university scientist and educator, 
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and, although there have been some short- 
comings in the over-all program, one can 
only praise those early leaders who estab- 
lished such a sound program. If control is to 
be lost, it will not occur as a result of some 
additional general support dollars but from 
our own weakness. Actually, there is no 
more to fear with federal than with state tax 
dollars—probably less. I strongly hold that 
most education is the responsibility of the 
state, but it must be recognized that medical 
education and research are dependent upon 
schools’ having a national character and 
function. 

Second, does the need exist? I know of no 
valid evidence to the contrary. We have 
struggled valiantly since the war with a 
near-explosive research program and with 
vastly accelerated and costly programs in al- 
most all other areas. Although mostly suc- 
cessful, we are constantly falling behind, and 
the future course will indeed be hazardous. 
The years ahead will require greater expend- 
iture than ever to meet the health needs of 
our expanding population whose social, eco- 
nomic, and medical needs are constantly in- 
creasing in volume and complexity. And, as 
a matter of fact, the more successes we have 
in the research fields, in extending life, the 
more problems we create for ourselves. Cer- 
tainly all would prefer private endowments, 
and no one would be concerned about out- 
side support if the need did not exist. 

Next, will federal funds for this purpose 
dry up private resources? If this were the 
case, it would have happened some time ago. 
Increased government expenditures for med- 
ical welfare have thus far generated greater 
private support, not less. I see no reason for 
the pattern to change in the future. It will 
be the lack of quality performance on our 
part, not federal funds, which will result in 
any disinterest on the part of the public. 

Some will ask, will not such federal sup- 
port alter or influence the pattern of medical 
care? I believe not. The only result will be an 
increase in the number of more adequately 
trained and educated personnel of all types. 
Actually supplying this need in time is 
more likely to result in eliminating the 
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‘necessity for any radical changes in our 


medical care program and the danger of 
“crash” programs, always too late and usu- 
ally poorly utilized. 

To me, the answers to these and related 
questions require an unequivocal answer. 
After carefully considering the problem for 
a number of years, may I say that the time 
for direct federal operational funds, free 
from any implication of subterfuge, has ar- 
rived. Indeed, it is overdue. Such funds 
should be provided, and I am confident that 
provisions can be enacted which will result 
in their intelligent and prudent usage, and 
without federal control. 

If made available, readjustments of the 
present program can be made which should 
result in greater effectiveness and relatively 
little or even less dollar expenditure than 
now occurs. Recognition of the generally in- 
telligent role played by Congress in provid- 
ing support for the over-all health program 
and the intelligent’ way in which it has been 
administered is not to say that the partner- 
ship arrangement between government and 
medical education cannot be improved. Por- 
tions of the program have hurt the universi- 
ties by draining off some of those funds vi- 
tally needed for other essential purposes. 
There have been too many short-term proj- 
ects, and the entire program has required far 
too many personnel, both within and with- 
out government, than is now needed, or at 
least can be afforded. Just one brief example 
of the latter point: in a recent survey, 43 of 
the first 81 staff members at my institution 
reported that as a group they gave 663 days 
per year away from the University, most of 
it in government service devoted to the ex- 
amination projects, mostly relatively small. 
One is encouraged by current attempts to 
remove these deficiencies. 

Those responsible for the government 
program and their advisers are giving in- 
creased attention to the necessity for pro- 
viding broader purpose funds. General 
operating funds would place the greater 
share of the responsibility than now exists 
in the university medical school where it 
belongs. 
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However, to insure the preservation of 
the healthy partnership role that has existed 
to date, certain positive steps should be 
taken. First, the government or the Con- 
gress should create a commission composed 
of leaders in the fields of education, indus- 
try, the medical profession, and govern- 
ment. The aim of this body would be to 
establish long-range goals for the educa- 
tional and research needs of our country 
and to furnish top-level advice to the gov- 
ernment, particularly as it relates to this 
program. 

Second, requests for general operating 
funds should be approved by a council such 
as has been proved so satisfactory for the 
distribution of research construction grants. 
Third, we in the medical schools must be 
prudent and exercise self-restraint, and, in 
order to promote the attitude of matching 
federal funds with private dollars, requests 
for assistance should be related to this prin- 
ciple. Fourth, there should be a scale with 
more liberal provisions for new well founded 
schools or current schools in dire financial 
straits, because, as has been stated several 


times, present facilities and patterns of oper- 
ation cannot possibly provide for future 
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needs. Fifth, I repeat, the Association, with 
all realistic haste, must now reassess its cur- 
rent and future needs. 

There are many other facets which can- 
not be included in this already over-long 
talk. Although it is a complex problem, I 
believe some direct federal support, proper- 
ly allocated and controlled, offers the solu- 
tion for our present and future problems and 
will permit us to get about our business of 
medical education and research. 

One point I wish to re-emphasize: We are 
not speaking about financial comfort for 
medical schools; we are speaking about the 
future health of our country. And I believe 
that, even with direct federal support, an 
atmosphere can be maintained that encour- 
ages private initiative and enterprise with 
government in partnership roles. Perhaps 
you have similar or divergent convictions, 
but in any case we can no longer avoid a 
more careful and thorough exploration of all 
aspects of the problem. How else can we 
maintain the quality of our present effort 
and guarantee the meeting of our future 
needs? To me, this is the problem of the 
change. 
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It is my understanding, based on what was 
admittedly a cursory search, that this marks 
the first occasion in many years on which 
the president of the American Medical As- 
sociation has had the honor of formal- 
ly addressing the Association of American 
Medical Colleges. I recognize that the intent 
of the invitation was, and properly should 
have been directed, to the office rather than 
to the man. Nevertheless, I am pleased 
and grateful for the conspiracy of chance 
and thoughtful attitude which have brought 
me this opportunity to speak to you. 

In early thinking about this address, I 
found in Webster’s Dictionary a definition 
of partnership which, with only minor modi- 
fication, can serve well as a frame of refer- 
ence for my subsequent remarks. A partner- 
ship is the relationship existing between two 
or more competent persons who have con- 
tracted to place their money, effects, labor, 
and skill, or some or all of them, in an 
endeavor with the understanding that there 
shall be a communion of profit between 
them. 

What stake does each of our organizations 
bring to this kind of a partnership? What 
is to be our endeavor? And what are the 
profits that should be returned in com- 
munion between us? I can, at best, present 
only a partial response to this question. 

The fundamental nature of our endeavor 
is easier of statement than of accomplish- 

* Delivered before the Sixth Annual Meeting of 
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ment. Our labors are directed toward the 
single obligation of maintaining health. This 
is our collective objective, though as in- 
dividuals we may strive most to discover 
or impart medical knowledge or to cure 
or prevent disease. 

It will be convenient for our thinking 
to consider this imposing responsibility of 
medicine in the three segments of education, 
research, and practice. 

I wonder if, on initial thought, many 
of you would not accept education and re- 
search in medicine as the rightful concern 
of medical schools and their parent univer- 
sities. In a similar manner, medical practice 
might be considered as the rightful concern 
of organized medicine. 

Selection of this method of meeting the 
constant though changing challenges in med- 
icine would be, in effect, a denial of the 
interdependence and interrelationship be- 
tween medical research and education on 
one hand and medical practice on the other. 
This divisive approach would surely abro- 
gate a concern for the welfare of people 
as the supreme law which governs our pro- 
fessional lives. To deny a concept of unity 
for research, education, and practice is to 
ignore reality. 

The dependénce of practicing physicians 
on education ahd research is clear-cut and 
direct. It finds expression, perhaps some- 
times unrecognized, in the routine of daily 
activities. Problems and inadequacies in 
medical practice stimulate and give direc- 
tion to medical research. Knowledge, new- 
ly discovered, is given practical meaning 
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through education and practice. Medicine’s 
history tells us how inseparably bound to- 
gether are medical education, research, and 
practice and that none can long flourish 
without the other. 

The professions have traditionally as- 
sumed a responsibility to be certain that 
their ranks are continuously replenished. 

In recent years the position of the Ameri- 
can Medical Association in regard to present 
and future needs in medical education has 
frequently been misinterpreted by many in- 
dividuals and by some organizations through 
the misuse of statistical data. Statistical 
information has at times been taken out 
of context and interpreted to the effect 
that the official position of the American 
Medical Association is that there is no need 
for increased numbers of physicians. No 
such official position has ever been enunci- 
ated. American medicine fully recognizes 
the needs being brought about by the in- 
creasing population, social and economic 
trends, and the changing dimensions of med- 
ical knowledge and its application. 

The increasing population, together with 
the various other facets of its shifting pat- 
tern, obviously indicate the need for con- 
stantly increasing the number of physicians. 
This necessitates consideration on the part 
of existing medical schools as to possible 
augmentation of the number of students 
admitted as well as the development of 
new facilities. Furthermore, the A.M.A. be- 
lieves it is a logical function and responsi- 
bility of American medicine to encourage 
institutions of higher education where medi- 
cal education has not been undertaken in 
the past to give serious consideration to 
the development of opportunities in this 
field if all other factors make it appear 
desirable to do so. 

The A.M.A. and the Association of Amer- 
ican Medical Colleges, independently and 
through the Liaison Committee on Medical 
Education, are on record in encouraging 
the consideration and creation of both 4-year 
programs of medical education and 2-year 
programs of basic medical science, where 
institutions of higher education offer the 
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setting which would make such develop- 
ments mutually advantageous and desirable. 

The medical profession’s awareness to 
changing trends and growth is part of its 
obligation to the public it serves. In the 
United States a recognition of this profes- 
sional obligation directly accounted for the 
formation of the American Medical Asso- 
ciation. 

Motivated by a sincere desire to bring 
order to the chaotic state of medical educa- 
tion, the Medical Society of the State of 
New York issued an invitation to each medi- 
cal school and medical society to send dele- 
gates to a national medical convention at 
Philadelphia in 1840. Neither the schools 
nor the societies of other states responded. 
Convinced that it was not possible to estab- 
lish and maintain high standards of medical 
education in one state alone, the same medi- 
cal society in 1845 adopted a resolution 
introduced by Dr. Nathan Smith Davis 
which read: 

Whereas, it is believed that a national con- 
vention would be conducive to the elevation of 
the standard of medical education in the United 
States; and 

Whereas, there is no mode of accomplishing 
so desirable an object without concert of action 
on the part of the medical colleges, societies and 
institutions of all the states; therefore be it 

Resolved, that the New York State Medical 
Society earnestly recommends a national con- 
vention of delegates from medical societies and 
colleges in the whole Union to convene in the 
city of New York . . . for the purpose of adopt- 
ing some concerted action on the subject set 
forth in the foregoing preamble. . . .! 

In May, 1846, as a result of this call, 
delegates from medical societies and colleges 
from sixteen states convened in the hall 
of the Medical Department in New York 
University. This led to the formation of the 
American Medical Association a year later 
in Philadelphia. 

The preamble to the constitution of this 
new association, declaring the purposes of 


the organization, read in part: “.. . for cul- 
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tivation and advancing medical knowledge; 
and for elevating the standard of medical 
education. ...’”” 

Among the first standing committees cre- 
ated was one on medical education. For 
nearly 50 years this group labored almost 
fruitlessly in a frustrating environment cre- 
ated by men determined to protect selfish 
interests. In 1904, the Council on Medical 
Education was formed under the chairman- 
ship of Dr. Arthur Dean Bevan. 

The Council early established a minimum 
standard of medical education toward which 
it might work and in 1906 made personal 
visits to the 160 schools then existing. On 
the basis of minimal standards which were 
leniently applied, almost half of the schools 
were considered either unacceptable or of 
doubtful acceptability. The report of this 
study was presented by Dr. Bevan at the 
third annual Congress on Medica! Education 
in 1907. It also was furnished to the medical 
schools and the state licensing boards. By 
1910 when Dr. Flexner, accompanied by 
Dr. Colewell, Secretary of the Council, made 
the second survey of medical schools, 40 
of the weaker schools already had closed. 

It is not my intention to suggest that 
the tremendous accomplishments in medical 
education during the early part of this cen- 
tury were solely the result of the efforts 
of the A.M.A. Council on Medical Educa- 
tion and Hospitals. Such is not the case, 
for there were other highly important forces 
working toward the same goal: The Flexner 
study for the Carnegie Foundation, the ef- 
forts of your own Association, and the Fed- 
eration of State Medical Boards, and the 
impact of the Johns Hopkins development. 
The rewards of these heroic educational 
achievements in medicine are sufficient to 
distribute among all the able and devoted 
men who had the wisdom to do the right 
thing at the right time. 

The American Medical Association, how- 
ever, does take pride in whatever share 
of these accomplishments history may grant 
it. During that period and in the impressive 
progress which has followed, I believe that 
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medicine has fulfilled, in a large measure, 
the responsibility in education for which 
it is obligated as a professional calling. Some 
of this has resulted from the organized ef- 
forts of the A.M.A. Council on Medical 
Education and Hospitals, and much of it 
has been the work of individuals as teachers, 
investigators, and administrators. 

It is more than a coincidence that the 
imposing progress in medical education of 
the past half century has accompanied its 
development as a university function. In- 
deed, in retrospect, it seems likely that 
if medical education in the United States 
had remained within its university begin- 
nings, the revolution that started five dec- 
ades ago would have unnecessary. I am 
not unmindful that there are some medical 
schools with commendable programs in edu- 
cation and research that are not integral 
parts of universities. There are other medical 
schools whose relationship with universi- 
ties are perhaps somewhat tenuous. Never- 
theless, in both instances their objectives 
and methods must be university-oriented, 
or their positions as respected institutions 
could not have been maintained. 

In a strict sense, medicine is not in itself 
a science but rather a collection of the appli- 
cations of chemistry, physics, and mathe- 
matics in biology. The increasingly protean 
nature of the sources of knowledge signifi- 
cant to medicine’s future makes it all the 
more important that the relationships be- 
tween medical schools and universities be 
strong and effective. The university setting, 
almost alone, can provide the wide spectrum 
of physical, biological, and social science 
disciplines within which so much of further 
growth in medicine will rest. At the same 
time, it should be recognized that universi- 
ties are not compelled to concern themselves 
with medical education. Therefore, the tra- 
ditional responsibility of a profession for 
seeing to the education of its successors 
must not be lost. 

I have reviewed some aspects of what the 
organized medical profession has brought 
to medical education and medical schools 
and certain of the reasons for its continuing 
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to play a significant role. May I now direct 
your: attention to the other side of the 
coin—the role of medical schools in the 
practice of medicine and more particularly 
as it relates to the American Medical As- 
sociation. 

Tomorrow’s medical practice, in a very 
real sense, rests in the hands of medical 
schools. You have the imposing responsibili- 
ty of selecting the individuals who will do 
the practicing. The quality of practice in 
which they will engage shall be determined 
largely by the wisdom of your selection 
and the educational opportunity you can 
afford them as medical students. The recog- 
nition given to the importance of the selec- 
tion process is attested by the thought and 
care with which it is exercised and studiously 
reappraised. 

Medical schools and their teaching hos- 
pitals provide internship and residency op- 
portunities for many graduates. They are 
active and very effective sources of oppor- 
tunities for the continuing education of prac- 
ticing physicians. 

Through all of these and many other 
activities medical schools have great re- 
sponsibility for the whole tenor of medical 
practice. 

The practice ot medicine has been defined 
as the exercise of knowledge in the recog- 
nition, treatment, and prevention of disease. 
As a student learns of the biological proc- 
esses of man and the causes and nature 
of their change in response to a variety of 
causes, he is learning the basis of medical 
practice. He and his teachers clearly and di- 
rectly take part in medical practice through- 
out programs of clinical instruction. A medi- 
cal school must provide its students an 
opportunity to participate in medical prac- 
tice. It also must insure that the practice 
be exemplary in all respects. 

Without student—and therefore faculty 
—participation in patient care, there can 
be: no medical education that would be 
acceptable. Thoughtful physicians will agree 
that this vital student and teacher experi- 
ence should encompass patients representing 
a sampling of the population which is ap- 
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propriate in regard to age and sex, as well 
as social and economic background. Where 
there has been controversy between a medi- 
cal school and a medical society, it has 
not involved the basic need but rather the 
economic circumstances of the teachers’ par- 
ticipation. 

Many practitioners of medicine have been 
slow to consider and understand some of 
the problems confronting medical schools. 
Although this is not as it should be, as 
a practitioner I can understand how natural 
it is to become engrossed in the challenges 
and satisfaction of practice to the exclusion 
of other interests. A large number of private 
practitioners attended medical school when 
there were hardly any full-time clinical 
teachers. Without a first-hand acquaintance 
with the contemporary complexities of medi- 
cal school activities in education and re- 
search, it is difficult for them to appreciate 
the need and values of this new kind of 
teacher. 

On the other hand, medical practitioners 
may often feel that medical school faculties 
take little interest in the practitioners’ per- 
plexing problems which result from a rapidly 
changing society. 

Medical practice and medical education 
have been, are, and must continue to have 
a deep dependence on one another. This 
is but another way of stating that organized 
medicine and medical schools must continue 
the partnership that has always existed if 
our obligations to society are to be effective- 
ly achieved. 

This address has been directed to the 
questions of what is the stake of each of 
us in this partnership, what is our endeavor, 
and what are the profits that we may hope 
to share. I have presented part of the answer 
to the first two components of these questions 
but have not touched on the rewards that 
we may expect. The profit accrued to the 
present should not concern us, since it has 
already been re-invested or otherwise ex- 
pended. Our future rewards will differ from 
those of the past only in degree and should 
consist of the satisfaction of meeting better 
the health needs of society. 
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It is doubtful that there are any en- 
deavors jointly undertaken by two or more 
individuals or organizations which would 
not increase in productiveness in direct pro- 
portion to an increase in understanding of 
needs and motives between the parties con- 
cerned. The partnership between the Ameri- 
can Medical Association and medical schools 
is no exception to this principle. 

Organized medicine counts among its 
most valued objectives the establishment 
of ever higher standards of medical educa- 
tion. It sincerely desires to be as effective 
a partner as possible in achieving this goal. 
Where it will stumble will largely be de- 
termined by a lack of full understanding 
of issues involved. A meaningful understand- 
ing can be brought about only by continu- 
ously working at it. One essential to this 
is a regular mechanism for discussing prob- 
lems, challenges, and satisfactions between 
representatives of medical schools and medi- 
cal societies. 

The potential value of such a mechanism 
is well illustrated by the Liaison Committee 
between the Executive Council of the Asso- 
ciation of American Medical Colleges and 
the Council on Medical Education and Hos- 
pitals of the American Medical Association. 
There is now in the process of formation 
another committee to be composed of Uni- 
versity Presidents and members of your 
Executive Council on one hand and our 
Board of Trustees and Council on Medical 
Education and Hospitals on the other. We 
look forward to this new and more expansive 
relationship with confidence that it will lead 
to a better mutual understanding and more 
effective accomplishments. 

Though these groups may deal with cer- 
tain local issues that have widespread sig- 
nificance, they cannot substitute or remove 
the need for close liaison between individual 
medical schools and societies. 

I believe that medical leaders, deans, and 
faculty members have a broad responsibility 
to medicine. It is my sincere opinion that 
these leaders should assumea more active 
role in the activities of organized medicine. 
A few of you already serve actively in vari- 
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ous roles, but many do not. The American 
Medical Association desires and needs your 
counsel in the determination of its policies 
and the conduct of its affairs. 

A direct and specific way in which you 
could respond to this invitation would be 
to have a representative group attend the 
two annual meetings of the House of Dele- 
gates to express your viewpoints to the 
various Reference Committees on matters 
under consideration. The Reference Com- 
mittee on Medical Education and Hospitals 
has benefited several times recently from 
the advice of a few of your members. We 
have appreciated this, and I would like 
particularly to express gratitude to Dr. 
Ward Darley, your Executive Director. I 
believe he had attended each meeting since 
assuming this post and has been a significant 
influence in assisting the Reference Com- 
mittee to arrive at sound decisions for subse- 
quent action by the House of Delegates. 
However, there are other Reference Com- 
mittees which consider matters of great im- 
portance to American medicine where your 
opinions should be heard so that the Ameri- 
can Medical Association can develop policies 
based on a composite of the best available 
advice. 

Our Council on Medical Education and 
Hospitals accepts, as a real challenge for 
the future, the improvement of educational 
opportunities in the internship and residency 
areas and in continuation of medical educa- 
tion. It has established as its goal the eleva- 
tion of standards in these areas to a position 
where the programs will uniformly compare 
favorably with the standards attained in 
basic medical education. Many individ- 
uals with primary responsibility in medical 
schools are already assisting in this effort. 
I am certain that the Council would wel- 
come additional assistance from you as in- 
dividuals and as an association in these 
endeavors. 

It is apparent that my remarks have 
been addressed to you in terms of your 
responsibilities to medical schools and the 
Association of American Medical Colleges. 
I am aware and greatly pleased that most 
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deans and faculty personnel are members 
of the American Medical Association and 
its constituent and component societies. 
Although our constitution allows full mem- 
bership only to physicians, we are aware 
of the importance to medicine of many 
individuals who do not hold the medical 
degree. We are honored to welcome such 
individuals as affiliate members. 

Approximately one quarter of the total 
membership of the American Medical As- 
sociation have faculty appointments in med- 
ical schools. Despite the productive and 
respected role of the Council on Medical 
Education and Hospitals, it is my belief 
that the viewpoints and opinions of the 
teachers and educators in our membership 
are not expressed to a degree commensurate 
with their members and importance. You 
and your faculty colleagues can, and I trust 
will, remedy this by deliberate attention 
to our affairs, which incidentally are also 
your affairs. 

Medical educators are concerned with 
the problem of providing educational facili- 
ties to adequately meet the growing de- 
mands of an enlarging and more health- 
conscious public for medical service. This, 
too, is a deep concern to American medicine, 


A.M.A.-Medical School Partnership / Gundersen 13 


and the Association accepts its obligations 
to be a co-partner in advancing a satisfac- 
tory solution. We recognize the financing 
problems of medical schools and jointly must 
strive toward a reasonable goal. There are 
these and many other problems of mutual 
concern which demand the best of our con- 
certed abilities. 

I have suggested some means by which 
medical schools and their faculties may help 
the American Medical Association to find 
reasonable answers to the perplexing prob- 
lems facing it Any thoughts you may have 
toward this same end will be received with 
gratitude and sincere consideration. 

More important, however, I trust that 
you, individually and collectively, will give 
serious attention to methods by which the 
American Medical Association may more 
effectively exert its efforts to assist the As- 
sociation of American Medical Colleges and 
the institutions it respresents in attaining 
the highest possible objectives in medical 
education. 

Our ultimate goals are the same, and we 
do injustice to one another and to the goals 
we seek when we do not fasten our attention 
on the firm bonds that join us in partnership. 


Education for the Professions in Europe 


and in the United States 
Alan Gregg Lecture* 


JAMES B. CONANT 
588 Fifth Ave., New York, N.Y. 


To be the first Alan Gregg Lecturer is a 
great honor, but the honor carries with it a 
special responsibility that I am hardly in a 
position to fulfill. I have a strong feeling thai 
this lecture should be devoted to reviewing 
those aspects of medical education in the 
development of which Alan Gregg played 
so significant a role. If I were to hark back 
into the past and dig out of my memory 
incidents from my 20 years of experience as 
a university president, I might be able to 
make a minor contribution to an effective 
presentation of a fascinating story—the 
story which should be the subject of the 
first Alan Gregg Lecture. However, the 
evolution of American medical education 
between the two World Wars and Dr. 
Gregg’s powerful influence on this develop- 
ment is a subject which could be handled 
adequately only by a person who was 
both a medical man and an educator. For 
someone like me, who had not been im- 
mersed professionally in this particular 
stream of history, to attempt to discuss the 
changes in the fields of Alan Gregg’s activi- 
ties would be highly inadvisable. 

At least that is my opinion, and I judge 
your committee early arrived at a similar 
conclusion, for I was asked specifically to 
speak about those phases of the education of 
a medical man which are essentially nonpro- 
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fessional. In particular, I was asked to tell 
vou something about my study of American 
secondary education. Now, Alan Gregg’s 
wide interests and sympathy with all efforts 
to broaden the education of professional 
people brought him from time to time in 
contact with many of the problems I shall 
refer to in a moment. But the focus of my 
address will be far removed from the center 
of the activities of the man in whose memory 
this lectureship has been established. There- 
fore, before turning to the subject I have 
promised to discuss, I should like to take 
this opportunity to record my indebtedness 
to Alan Gregg. 

I am not thinking primarily of his official 
relation, as an officer of a foundation, to 
the medical school of the university over 
which I had the honor to preside. I am 
thinking of those relations of a more personal 
nature. I have in mind the needs of a young 
ex-chemist suddenly confronted with the . 
complexities and delicacies of dealing with 
members of a medical faculty in the depths 
of a national economic depression. Dr. 
Gregg, even in the thirties, had wide ex- 
perience from which to draw. His willing- 
ness to lend an ear and when possible a 
hand, I shall remember always; likewise, the 
warmth of his friendly approach and sym- 
pathetic understanding. In recording these 
memories and my gratitude to one who 
worked so selflessly on so broad a scale, I am 
sure I am expressing the thoughts of many 
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members of this audience. The privilege of 
giving the first Alan Gregg Lecture is for me 
a very special privilege, indeed. 

The title of this lecture is “Education for 
the Professions in Europe and the United 
States,” but I am not going to start my 
address by attempting to define a profession. 
Such an opening would be logical, but highly 
involved and very dull. Suffice it for me to 
remind you that, at the time when universi- 
ties were coming into existence, the learned 
professions were theology, law, and medi- 
cine. They were international in their scope, 
and so too were the methods of instruction. 
Of these three professions, only medicine 
remains international in terms of pedagogic 
methods. The reformation and subsequent 
fragmentation of Protestant theology shat- 
tered the unity of one profession; the growth 
of the Common Law in England and the 
transfer of this type of law across the seas 
have resulted in quite different methods of 
instruction being used by law faculties in 
different lands. In the Middle Ages, a pro- 
fessor of law, or theology, or medicine could 
move from one university to another with 
ease. Latin was the official language; the 
unity of the professional outlook obliterated 
the boundaries that marked the limits of the 
domains of different rulers. It is hardly cor- 
rect to speak of national boundaries in 
those days. Today, also, a member of a 
medical faculty can transfer from one uni- 
versity to another without difficulty, pro- 
vided, of course, he can speak the languages 
of the nations that are involved. The trans- 
fer of the academic allegiance of the lawyer 
or theologian, on the other hand, is limited 
for the reasons I have given. 

Many of the newer professions like en- 
gineering, of course, are international in the 
same sense as is medicine. Indeed, to the de- 
gree that they are founded on the advances 
in natural science, their basic premises and 
pedagogic methods are essentially the same 
even on both sides of the formidible frontier 
of modern times—the Iron Curtain. As con- 
trasted with the Middle Ages, we could say 
that universities, as the home of the pro- 
fessions, had spread over the entire globe. 
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This is true in a sense. But it is well for 
medical men, scientists, and engineers to 
remember that, while the education for their 
professions is almost indistinguishable from 
university to university, this is not the case 
for the other two ancient learned profes- 
sions. It is also not the case for the profes- 
sions based on the social sciences, insofar as 
one is talking about universities in free na- 
tions, on the one hand, and universities in 
totalitarian lands, on the other. 

Many here assembled would undoubtedly 
find differences between the medical educa- 
tion offered in a university in Germany, or 
Switzerland, or France, on the one hand, 
and that offered in the United States, on the 
other. But to me, such differences would be 
differences in the fine structure of profes- 
sional education, so to speak. As far as the 
training of medical men as medical men is 
concerned, I believe I am correct in stating 
that there is no significant difference be- 
tween the courses of instruction in the first- 
rate universities in Europe and the United 
States. Yet it is the thesis of my lecture that 
there are profound differences in the educa- 
tion of the future doctors and surgeons in a 
European country and in the United States. 
What do I have in mind? I have in mind all 
those aspects of education that are not di- 
rectly professional; I have in mind the way 
these phases of the educational process are 
related to the recruitment and professional 
education of future members of your pro- 
fession. 

Let me remind you of the vast differences 
between the American pattern of education 
and what we find in Germany or Switzer- 
land, for example. First of all, there is the 
basic difference in the concept of a univer- 
sity. In Europe, a university is a collection 
of professional faculties; enrolment under 
one of these faculties for purposes of study 
is open to anyone who holds a state certifi- 
cate obtained by passing one of three types 
of closely related examinations. Enrolment 
is open to any holder, because the university 
must enroll the applicant. This is true in 
Germany and Switzerland on a national 
basis, although the universities are sup- 
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ported and controlled on a state (or Can- 
tonal) basis. No one other than the holder 
of the certificate can enroll, of course. Only 
those who have completed successfully a 7- 
to 9-year course in one of the three types of 
pre-university schools can hope to pass the 
examination for the certificace that admits 
to a university. Almost all who complete the 
school course do pass, but the failures during 
the long school course are heavy. In one 
Swiss Canton I visited, only a third who 
entered the pre-university school graduated. 
And the initial group was carefully selected. 
Indeed, in Germany and Switzerland (and, 
indeed, all European countries), not more 
than a fifth or sixth of an age group are 
selected for entry into the pre-university 
schools at age 11-12. 

There is no equivalent of the American 
liberal arts college or the undergraduate de- 
partments of a university to be found any- 
where in Europe. The American 4-year col- 
lege is one of the characteristics of the edu- 
cational pattern which has developed in the 
United States. The significance of this fact 
for medical education I shall return to in a 
moment. But, let me continue to remind you 
of the features of the European system. If a 
boy or girl is to receive a university educa- 
tion, the child must be enrolled in a pre- 
university school at age 10 or 11. In some 
localities, the age for enrolment is 2 years 
later and the school course correspond- 
ingly shorter. The phrase “pre-university 
school,” by the way, is my own. It avoids 
using a variety of names for schools that 
serve the same function in Germany, 
Switzerland, and France. As I said earlier, 
not more than a fifth of an age group are 
enrolled in these schools. The other four- 
fifths remain in the elementary school and 
complete their full-time education at 14, 
except for a small group who may attend a 
middle school whose course continues for 
2 years longer. 

According to an estimate I made 2 years 
ago, something like 5-7 per cent of the male 
youth of the Federal Republic of Germany 
were entering a university or its equivalent 
after completing the pre-university course. 
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The corresponding figure for women was 2 
per cent. (These are percentages of an age 
group, you understand.) The situation in 
Switzerland is essentially the same. Those 
who enter the university, for the most 
part, complete the appropriate professional 
course. The needs of the nation for lawyers, 
scientists, engineers, doctors, teachers in the 
universities and pre-university schools ap- 
pear to be met by the annual production of 
this number of professional people (though 
there is some talk of the need for increasing 
the number of engineers and scientists). 

It is clear that, in Europe, the sorting out 
of those who are to be members of the pro- 
fessions starts early (age 10 or 11) and con- 
tinues until the strictly professional studies 
are started in a university. If the 5-7 per 
cent of those who enroll in the universities 
were the top 5-7 per cent in rea! ability, the 
situation could be regarded as highly satis- 
factory. But I know of no European educa- 
tor who would claim that this was, in fact, 
the case. Quite the contrary. Thoughtful 
students of the European system realize 
what a tremendous waste of talent occurs. 
There is clear evidence that large numbers 
of boys and girls with high academic po- 
tentialities never start on the long road that 
leads to the university. Tradition plays a 
large part in determining who enters the 
pre-university schools, and the tradition re- 
flects the social stratification of European 
society. There is little or no flexibility in the 
system. There are plenty of ways out of the 
schools which prepare for the universities, 
but only one way in—namely, the entrance 
door through which the selected few enter at 
age 10 or 11. 

Those who obtain the certificate to enter 
a university are, on the average, a year older 
than those who enter an American college. 
They are much further advanced, however, 
in their studies. They have completed their 
general education, it must be remembered, 
for the university is essentially the equiva- 
lent of our professional schools including the 
graduate school of arts and sciences. It pro- 
vides no opportunity for a general or liberal 
education. The youth who enters a Euro- 
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pean university will have a command of at 
least two languages besides his own; usually 
this will include one modern language. He 
will have pursued his studies in science and 
mathematics at least as far as would a 
second-year pre-medical student in an 
American college. European history and the 
literature of his own country will have been 
studied thoroughly. And all the students 
will have had about the same exposure to 
history and the culture of their own coun- 
try. They will differ in their knowledge of 
Greek and Latin depending on which one of 
the three types of pre-university schools 
they attended. This common knowledge in 
depth of a particular cultural pattern is sig- 
nificant. It provides for ready communica- 
tion between university men and women 
outside of their professional competence. 
But note well that this common knowledge 
is provided, not by what was learned in the 
university, but by what was learned in the 
pre-university schools. 

As a consequence of the sharp division at 
an early age between those who wish to 
enter a university and those who do not, 
European society is split into two cultural 
groups. The hallmark of one group is easily 
recognized: the mastery of another lan- 
guage, be it Greek or Latin or one or two 
modern languages. An educated man or 
woman is easily identified by this criterion. 
There is a transitional group, of course, 
made up of those who have dropped out of 
the pre-university schools, those few who 
have attended a middle school, and a very, 
very few self-educated men and women. 

So much for Europe—now let us look at 
the United States. First of all, contrast the 
uniformity of the European pattern and the 
diversity of our own. Let me concentrate at- 
tention on the education of the future doctor 
or lawyer. The training of engineers is an- 
other story, since in the United States pro- 
fessional training for the future member of 
this profession starts immediately on gradu- 
ation from high school. Let me work back- 
ward in the stages of the educational 
journey of a doctor, noting the differences 
between Europe and the United States. The 
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student entering an American medical 
school will have had a pre-medical education 
in college. This is true, whatever words are 
used in some institutions to try to cover the 
fact; this is true, because medical faculties 
have requirements for admission different, 
for example, from the law faculty. In 
Europe, there are no admission requirements 
for entry into a particular field in a univer- 
sity. It is assumed that all who hold the 
certificate that admits to a university are 
ready to take up any line of professional 
education. They are generally educated 
young men and women. Please ponder on 
this difference between Europe and the 
United States. 

A second difference to be carefully noted: 
in Europe any holder of the certificate ad- 
mitting to a university who wishes to enroll 
in a particular university for the study of 
medicine is admitted. There is no competi- 
tion between young people for admittance 
to a medical school. (There has been a long 
hard struggle—competition, in a sense—to 
obtain the certificate that admits to a uni- 
versity.) The general education of a future 
doctor in Europe is not influenced by the 
fact that he is planning to be a doctor! In 
the United States, the situation is quite 
otherwise. I am sure I do not have to spell 
out to this audience all the implications of 
this contrast. There is no need to remind 
this audience of the educational conse- 
quences of the competition to enter a 
medical school. In spite of the fine words of 
admission officers, college students believe 
that an impressive list of science courses 
will help them gain admittance. What this 
belief does to the chances of obtaining a gen- 
eral education, at the college level, only 
those who have been closely connected with 
a college faculty can really understand. Re- 
member, please, I am not criticizing; I am 
describing the road to a professional medical 
education in the United States, at least as it 
was 5 years ago. 

Let me continue my backward journey 
retracing the future doctor’s steps—and 
leave the college where the student has 
spent 3 or 4 years. Let us enter the high 
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school. Here diversity becomes so great as 
almost to defy description. There are over 
1,000 colleges or undergraduate liberal arts 
departments of universities where a student 
may “prepare” for medical school, but there 
are 21,000 high schools supported by taxa- 
tion and thousands more that are not. I 
shall confine my remarks to the public high 
schools which accommodate some 90 per 
cent of those who attend secondary schools 
and in which many applicants for medical 
schools receive their first differentiated edu- 
cation. I shall further confine my attention 
to schools of 400 or more pupils—the smaller 
schools ought to disappear through district 
reorganization. 

I have been studying intensively public 
high schools of sufficient size in the past 
year. The first thing that became clear in the 
course of the study (or, rather, it became 
clear organizing the study) was the utter 
impossibility of generalizing about Ameri- 
can public schools. Yet this is what some 
people have been doing rather loudly since 
the Russian success with rockets. The ques- 
tion often posed is: Are the public high 
schools doing a good ‘ob? Sounds like a 
simple question, but is it? Isn’t it like ask- 
ing: Are American cities well governed? 
Who knows? I could name some that are 
and some that are not. But I know of no 
way to generalize or say whether the gov- 
ernment of a typical city is good or bad. 
Indeed, what is a “typical” American city? 
Is it large or small? The situation in regard 
to our public high schools is similar. I could 
name some highly satisfactory schools and 
some that were far from good. But I know 
of no way of giving a statistical answer to 
the general question that would have the 
slightest chance of being valid. 

What one can do rather easily is to note 
some sharp contrasts between American 
and European schools. First, outside of the 
large Eastern cities, there are no public 
schools reserved for a selected few who wish 
eventually to enter a university. And, even 
the selective specialized academic public 
high schools in the Eastern cities differ in a 
number of important respects from the 
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European pre-university schools: the course 
is less rigorous, and those who are failed out 
of the schools are relatively few. Second, 
since the next stage following the high 
school in the educational journey is either 
a 2- or 4-year college (those who enter an 
engineering school constitute the exception), 
the influence of the professional atmosphere 
of a university is one step removed, as com- 
pared with Europe. Thirdly, there is nothing 
in existence, or likely ever to come into 
existence, that resembles the national cer- 
tificate which in Europe entitles the holder 
to enter any university. The American 4- 
year colleges and universities are so varied 
in their nature and serve so many functions 
that anything approaching a uniform re- 
quirement for admission is not even worth 
discussing. Remember that, in comparison 
with the European pattern, the break in the 
American educational system between high 
school and college is a break in the general 
education of youth and, except for en- 
gineers, does not mark the end of a general 
education. Fourthly, remember that the 
public high school is locally controlled by a 
school board. This is a feature of our system 
that, to my mind, is here to stay. Finally, re- 
member that, unlike Europe where four- 
fifths of the youth complete full-time educa- 
tion at 14 or 15, a vast majority of our young 
people stay in school full-time until 17 or 
even 18. With us, jobs are not available 
earlier. 

What are the consequences of our Ameri- 
can system, as far as the general education 
of doctors is concerned? No need to tell this 
audience. The first consequence is that you 
find excellent doctors with the most varied 
general educational backgrounds. You find 
the medical schools blaming the colleges 
for the inadequate preparation of their stu- 
dents, the colleges blame the senior high 
schools which, in turn, blame the junior 
high schools or the elementary schools. The 
inadequacies reported include inability to 
write English, inability to handle mathe- 
matics, inadequate preparation in science, 
and general lack of ability along intellectual 
lines. Interestingly enough, one rarely hears 
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a complaint about a lack of that which, in 
Europe, is the mark of an educated man— 
namely, the mastery of a foreign language 
and the corresponding insight into another 
culture. If you are one of those who have 
complained about the education of students 
who have entered your school in consider- 
able numbers, you probably have your own 
remedy to prescribe. You may want to at- 
tack the question by reforming the college, 
or the high school, or perhaps both. In the 
last year, interestingly enough, it has been 
the high school that has been the chief tar- 
get of criticism. There are a number of 
reasons for this phenomenon, but it would 
take too long to discuss them here. 

For my part, I am going to speak briefly 
about the college and then go on to the high 
school and try to enlist your support for my 
program for improving the high school edu- 
cation of future professional men and 
women. What is clearly needed in the college 
is an opportunity for the future doctor to 
continue his general education. The present 
system of admission to a medical school cre- 
ates pressures that move a college student 
into a specialized college education of the 
wrong type. Years and years ago, I sug- 
gested a remedy for the situation and pub- 
lished an article about it in the American 
Medical Journal. This article had, at the 
time, not the slightest effect. But last Spring, 
I received a copy of a letter from a member 
of the medical profession which revived my 
memory of my suggestion of nearly 20 
years ago. I should like to read excerpts 
from this letter which was addressed to an 
officer of the Council on Medical Education. 


In view of the bewilderment I see among 
premedical students, it is astonishing to me that 
more attention has not been paid to Dr. Con- 


ant’s recommendation . . . the need of adopting 
a better system of medical school admissions is 
more urgent now than it was in 1939 if we, as 
physicians, are seriously concerned with con- 
servation of human resources. 


And the letter concludes as follows: 


it goes without saying that we have an 
obligation to inspire young people to become 
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doctors by our precept and example, for it is 
not likely our ranks can be filled in sufficient 
numbers to care for the world’s ills by students 
whose talents and endowments and interests are 
uniquely suitable for this. But we are being 
cruel, certainly wasteful, and probably sinful to 
dangle the privilege of becoming a doctor before 
so many and according it to so few when this 
has the effect of wasting so much life and time. 
Specious or pertinent though our interests be, 
none of us, as physicians, should overlook the 
plight of the premedical student. Let us be as 
much concerned with what we do to him as 
what we do for him. 


This letter has encouraged me to try 
again, though I am frank to say I am under 
no illusion about the consequences of the 
recommendations I am about to make. In- 
deed, my remarks of nearly 20 years ago 
have been so completely forgotten that I 
have no fear that any of you will charge me 
with inconsistency. What I now suggest is 
that a national medical admissions board be 
prepared to issue a certificate to a college 
student as early as the end of his freshman 
year which will enable him to pursue a 
liberal education in college undisturbed. 
This bit of paper would certify that the stu- 
dent in question had passed satisfactorily 
examinations in physics, chemistry, biology, 
and mathematics and thus demonstrated 
sufficient knowledge of these subjects to en- 
able him to study medicine with profit. The 
examinations would be of the new type of 
achievement tests and would be so arranged 
that they could be passed by the top 15 per 
cent of an age group (in terms of academic 
ability) on the basis of high school and fresh- 
man college courses, and by the next 5 per 
cent on the basis of sophomore science 
courses. No one would be permitted to take 
the examination after the end of the sopho- 
more year. The leading medical schools 
would then have to agree that the holder of 
this certificate would be admitted without 
further study of science in college. Indeed, 
the suitability of the candidate would be 
determined by his scores on the examination 
for the science certificate, his grades in non- 
scientific subjects in the first 2 years of col- 
lege, and a general scholastic aptitude test 
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given at the end of the sophomore year. An 
admission certificate of each particular 
medical school would be issued, in general, 
at the end of the sophomore year, but no one 
would be admitted before the completion of 
the junior year. 

The proposal I have just put forward, if 
adopted, would greatly affect the college 
education of the future doctors. It would 
also, to some degree, affect the high school, 
too, though to a less degree since those who 
have any intention of becoming doctors are 
likely to take the maximum amount of sci- 
ence and mathematics in high school any- 
how. What is needed to improve public sec- 
ondary education for the future professional 
man or woman is emphasis on a total pro- 
gram. But before I explain what I have in 
mind, let me tell you on what I base my 
recommendations. I have spent the best 
part of a school year visiting some 50 high 
schools in eighteen of the more densely 
populated states, asking questions of princi- 
pals, superintendents, and talking with 
teachers and pupils in small groups. The 
schools I decided to visit were of a type com- 
monly found throughout the United States 
in cities of 10,000-100,000 and in consoli- 
dated school districts. They are of size suf- 
ficient to provide a diversified program for a 
diversified student body. The composition 
of that body in terms of academic ability 
corresponds roughly to the national norm. 
Not more than half the graduates desire to 
go on with education beyond the high 
school. Such a school, which is known as a 
“comprehensive” high school, is a purely 
American invention. It has been widely 
praised and yet often condemned. 

The proponents of the comprehensive 
high school claim that it can perform three 
vital functions: (a) provide a good general 
education for a// the pupils, (6) provide a 
series of elective programs aimed at de- 
veloping skills directly marketable on gradu- 
ation, (c) provide an adequate academic 
elective program for the bright boy and girl 
who wants to go on to college. The critics 
say this is impossible; one of the three aims, 
at least, cannot be met, and it is usually (so 
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they say) the education of the bright boy or 
girl which is totally inadequate. 

Confronted with these conflicting views, 
I decided to see for myself and form my own 
opinion. I chose schools that had a good 
reputation but were not suburban schools, 
and visited a few such schools in states on 
the East Coast, in the Midwest, and on the 
Pacific Coast. I chose schools with a good 
reputation, because what I was trying to 
find out was whether a comprehensive high 
school of the type specified existed which 
was doing a good job in all respects. I was 
not trying to answer the question as to what 
fraction of the thousands of comprehensive 
high schools were good or bad. To try to 
answer the question would be an impossible 
undertaking. 

I can report that I have found several 
comprehensive high schools which are doing 
a satisfactory job in all three respects, as far 
as the education of the boys is concerned; I 
have also visited a number of schools which, 
with relatively minor changes, could be 
made satisfactory. I have to place one reser- 
vation on these findings, and that is in re- 
gard to the teaching of foreign languages, 
about which there seems to be a wide mis- 
understanding in the United States. But of 
that, more later. 

You may well ask what are the criteria I 
used in passing judgment on these schools. 
It would take too long to discuss the voca- 
tional programs, and I only want to register 
my strong opposition to those who say that 
these programs should be removed from the 
high schools. Frankly, I don’t believe the 
people who hold this view have even taken 
the time and trouble to visit the kind of 
school I have been visiting. As to the gen- 
eral education for all the pupils, it should 
consist, to my mind, of 4 years of English, 2 
years of history, 1 year of senior social 
studies, and at least a year each of science 
and mathematics. I am talking about 
grades nine through twelve. For the top 15 
per cent of the student body in the type of 
school on which I am reporting—the “aca- 
demically talented”—the program should 
consist of 4 years of English, 3 years of his- 
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tory and social studies, 4 years of mathe- 
matics, 3 years of science, and 4 years of one 
foreign language. This makes a total of 
eighteen year courses with homework in the 
four years. It is a stiff program and a full 
one. Mind you, I am recommending this for 
the top 15 per cent. There may be another 
10-15 per cent who can take it, but for the 
top 15 per cent I believe this program should 
be a must. 

As. far as the able students were con- 
cerned, my inquiry had two parts. First, 
were adequate courses ¢ffered? Second, were 
a majority of the bright students electing 
the courses? To answer the second, we had 
to invent a procedure, as no school we 
visited had the facts. We asked twenty 
schools to help us draw up what we call an 
“academic inventory” of the school. A list 
of the top 15 per cent of the graduating class 
is made, based on a test or tests of scholastic 
aptitude, and the 4-year programs of those 
on the list examined. The results for boys 
and girls must be given separately. The re- 
sults of making such inventories show a wide 
variation among schools. It would take far 
too long for me to analyze the results. The 
point germane to my talk is that I have found 
schools in which the full program I outlined 
a moment ago had been elected by a large 
majority of the able students. This is a 
school, mind you, where less than half the 
graduates were going to college. But I must, 
in all fairness, return to the reservation I 
voiced about the study of foreign languages. 

In many schools I visited, although they 
all had a good reputation, instruction in a 
foreign language was limited to 2 years. Even 
if the student elected 4 years of foreign lan- 
guage study, the 4 years would be comprised 
of 2 years of one language and 2 years of 
another. As a consequence, little if any resi- 
due remained in the student’s mind after the 
courses were completed. Now, studying your 
first foreign language for 2 years in high 
school and then dropping the subject is very 
nearly a waste of time. The objective of 
studying a foreign language is to master it; 
and, if one language is mastered, knowledge 
of a second is much easier to obtain even if 
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the language is unrelated. But there seems 
to be a widespread spirit of defeatism about 
studying foreign languages which needs to 
be overcome. And I turn to you gentlemen 
and the members of the other learned pro- 
fessions to help in overcoming this spirit. I 
am convinced that many of the most able 
of the younger generation—the pupils now 
in school—would like to master a foreign 
language. More than once, when I asked a 
group of such students why they had not 
gone on to a third year of a foreign language, 
the reply was, “We wanted to, but there 
were not enough of us to make up a full 
class, and the school board wouldn’t author- 
ize the course.”’ 

One of the most urgent changes needed in 
many schools is the offering of a third and 
fourth year of a foreign language. If this 
were done in many of the schools I have 
seen, I feel sure a considerable portion of 
the academically talented pupils would elect 
these courses and, in so doing, have the full 
program of academic subjects to which I 
earlier referred. 

In suggesting that the members of this 
audience and your professional colleagues 
could render assistance in this matter of the 
study of foreign languages, I really have in 
mind a much larger issue. I believe that the 
members of the learned professions—par- 
ticularly law and medicine—can influence 
public opinion greatly in educational mat- 
ters. This influence could be, in fact, the re- 
sult of collective action and certainly can 
be the result of individual action. By collec- 
tive action, I have in mind the formulation 
of policy statements by professional groups. 
For example, what a help it would be. to 
those who are trying to improve the instruc- 
tion in foreign languages if some expression 
of opinion were forthcoming from doctors 
and lawyers that the future members of 
these professions ought to have at least a 
fair mastery of one foreign language. It is 
perhaps fanciful to think further in this 
direction, but it is conceivable that some 
standard for the pre-professional education 
of doctors and lawyers might slowly become 
accepted in the United States. Develop- 
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ments in this direction would mean that, by 
the end of the sophomore year in college, a 
young man or woman who aspired to be- 
come a member of a profession would have 
completed a basic general education which 
included a thorough discipline in English 
composition, something approaching a mas- 
tery of one foreign language, knowledge of 
mathematics and science through the ele- 
mcntary calculus and first-year college 
physics, as well as a generous amount of 
time devoted to history and related social 
sciences. 

Such a pre-professional general education 
as I have just outlined would, of course, 
have to start in the 9th grade. On gradua- 
tion the boy or girl in question would have 
to have completed a full program of aca- 
demic subjects I mentioned earlier—a pro- 
gram, mind you, that in some schools I have 
visited was already in operation for nearly 
all the academically talented boys. From 
what I have already said, it will be evident 
that, as a result of my study, I am convinced 
that a comprehensive American public high 
school of sufficient size can provide, without 
any radical changes, a satisfactory educa- 
tion for the future member of a learned pro- 
fession. Some I know are now fulfilling this 
function; some I know are not. The ques- 
tion, then, is how to improve the poor 
schools and make them good. And this is 
where the individual actions of members of 
the learned professions become important, 
because improvement can come only state- 
by-state and school-by-school as a result of 
wise and informed citizens’ concern. In 
many states, the first order of business is to 
eliminate the small high school by district 
reorganization. This has been done in Cali- 
fornia and New Jersey. It will take a vigor- 
ous action by citizens in some states, how- 
ever, to bring about the change. The second 
thing that must be done is to see to it that, 
in those districts that have high schools of 
sufficient size (there are about 4,000 of them 
now in the entire United States), a first- 
rate school board is elected which will ap- 
point an excellent superintendent. The third 
thing that must be accomplished is to per- 
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suade the people in the community that the 
education of the future professional men 
and women is a matter of importance. Fur- 
ther, that, since these people will come from 
the 15 per cent of the youth who have 
special aptitude for academic subjects, the 
programs of study of the members of this 
group should be stiff academic programs. 
The school board supported by the citizens 
should urge the “academically talented” 
youth to elect this type of program. 

I have used the expression “wise and in- 
formed concern” in connection with the role 
the citizen should play in his state and local 
community in the attempts to improve the 
schools, for if an individual is to be effective 
in public school affairs he or she must have 
a considerable understanding of the com- 
plexities of the American educational pic- 
ture. One must realize first of all that differ- 
ent types of communities present somewhat 
different problems. A high income suburb is 
not the same as a small industrial city or a 
consolidated rural district. Therefore, the 
high schools are not, and should not be, the 
same. Above all, one must realize that the 
United States is not a European nation; the 
structure of our society, our labor laws, our 
apprentice system, our entire social and po- 
litical history have no equivalent anywhere 
in the world. Therefore, our public sec- 
ondary education and our colleges and uni- 
versities find no parallel in other countries. 
This fact and its bearing on education for 
the professions have been the central theme 
of my remarks. American schools are not 
European schools, because the United States 
is not Europe. In other words, to under- 
stand secondary education one must seek to 
understand the particular society which the 
schools must serve. One concrete illustra- 
tion and I am finished with an address al- 
ready far too long. 

Except for a few large cities in the East, 
where traditionally specialized academic 
high schools have flourished, a public high 
school must accommodate a wide variety of 
talents. In no school of sufficient size is there 
likely to be more than half the students 
whose potentialities are such that one could 


| 
. 


34, No. 1 


designate them as “‘academically talented.” 
In a school with an average distribution of 
ability, the number of such students would 
be about 15 per cent. These are the schools 
from which a large number of the future 
members of the learned professions will 
come. I make this last statement on the basis 
of some figures compiled from the enrol- 
ment in seven medical schools—Harvard, 
Columbia, Chicago, Wisconsin, Minnesota, 
and the University of California at Los 
Angeles and in San Francisco. The majority 


of the students in all these schools were 


graduates of public high schools. In four 
of the seven schools, 80 per cent and more 
of the students were from public schools. 
And of the public high school graduates, 
nearly a half had attended schools of the 
type I am mentioning, as far as one could 
judge from the size of the community in 
question. Incidentally, the figures for Wis- 
consin and Minnesota are interesting in con- 
nection with a point I made a moment ago 
in regard to the small high school. Although 
in these two states over 50 per cent of the 
youth are attending small high schools, 
these small schools contributed only about 
a fifth of the student body of the medical 
schools. 

It is obvious, then, that, to a considerable 
degree, the ranks of your profession are 
filled by those who have received their 
schooling in the kind of comprehensive high 
school I am here discussing. These schools 
are unlike the pre-university schools of 
Europe in that the student body is far from 
homogeneous as regards academic ability 
and ambitions. (Even the suburban high 
schools are heterogeneous as regards aca- 
demic ability, though they may be homo- 
geneous as regards the collegiate ambitions 
of the parents—which fact presents a prob- 
lem!) In addition to those academic courses 
required of a// (English, history, elementary 
mathematics, and science), there must be a 
variety of elective programs. To assist the 
student and the parents in selecting the 
elective courses, a well trained counselor 
should be at hand. For a high school to be 
satisfactory, there should be one counselor 
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for every 300 pupils. Of that I am quite con- 
vinced. And I may remark parenthetically 
that the counselor will be particularly ef- 
fective in guiding and stimulating that small 
group of students often designated as the 
“highly gifted” who can often do college 
freshman work in the last high school year. 

To those who are informed about Ameri- 
can schools, a good counseling system is 
obviously the keystone of the order of public 
education. To those who have no acquaint- 
ance with the realities of the situation, 
counselors may seem to be unnecessary, 
perhaps a “frill,” a waste of money. This one 
example will suffice to illustrate what I 
mean when I appeal to you and the other 
members of the professions to be active as 
“informed” citizens in supporting and im- 
proving our public schools. Through mem- 
bership on a state citizens committee or a 
local citizens committee, a professional man 
can have great influence on the develop- 
ments in public education. As a member of 
a local school board, he is in a position of 
strategic importance, for it is one of the 
characteristics of our system, you will recall, 
that the sum of the decisions of thousands 
of school boards determine the nature of 
American public secondary education. And 
these decisions, to a large degree, reflect the 
opinions of the communities which the 
schools in question serve, which, in turn, 
may well be greatly influenced by the 
thoughts of a few leaders. And for leader- 
ship, can a community do better than to 
turn to its respected professional men? In- 
deed, to this audience I venture to suggest, 
can it do better than to turn to its dentists, 
surgeons, and physicians? This being the 
case, I need not spell out how, by individual 
action, the members of the medical profes- 
sion can improve education for their pro- 
fession in the United States. I conclude, 
therefore, with am appeal to the doctors of 
this country to be informed and concerned 
with the future of our tax-supported schools; 
to those of you already so engaged, I can 
only say, more power to you and may you 
enlist your friends! 
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Dr. John Delamater, “True Physician”* 


xENEVIEVE MILLER, Pu.D.t 


Cleveland Medica! Library and Western Reserve University School of 
Medicine, Cleveland, Ohio 


In 1865, at the end of his life, nearly 80 
years of age and in failing health, Dr. John 
Delamater of Cleveland was succored fi- 
nancially by his professional colleagues who, 
in addition to giving him a homestead, testi- 
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fied that “The life of John Delamater is a 
most beautiful illustration of the life of the 
‘true physician,’ embodying all the at- 
tributes of a noble man, a sincere Christian 
and the refined professional gentleman; that 
its examples are worthy to be emulated 


* This is the fifth in the current series of biog- 
raphies of eminent medical educators. 
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by all good men in and out of the profession. 
Resolved, That as a physician and a teacher 
of the medical sciences he has never had a 
superior, and that the profession owes him a 
debt of gratitude for the many expressions 
of ripe and valuable experience, and the 
sound teachings which hundreds of pupils 
have received during his long professional 
career, which can never be cancelled.’” 
Such a testimonial was by no means an 
assemblage of platitudes. It expressed senti- 
ments of sincerest admiration and respect 
for an elderly teacher whose unselfish gen- 
erosity in his productive years had pre- 
vented him. from insuring his own financial 
security.” 

What need did John Delamater fill in the 
American medical world of his day, that his 
eulogist in the Transactions of the American 
Medical Association could characterize him 
as “one of the noblest men and most 
eminent practitioners of the age”’?? The 
answer is not difficult. Like other medical 
heroes, he personified current ideals of pro- 
fessional knowledge and demeanor, and he 
effected a successful compromise between 
old ideals and new demands, whereby he 
became a recognized leader. He was also an 
exceptionally gifted teacher, whose fluent 
and clear exposition of nearly every branch 
of medicine and whose mature, humane per- 
sonality left an indelible imprint on his stu- 
dents. Furthermore, he was a gifted teacher 

'Delamater Testimonial. May 20, 1865. Pre- 
served at the Western Reserve Historical Society 
Library. 

2“T will look on him who taught me this art as 
I do my own parents, and will share with him my 


livelihood. If he be in need, I will give him money.” 
The Hippocratic Oath. 


3 Trans. A.M.A., 19:427, 1868. 
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at a time in the history of American medical 
education when the undisciplined growth of 
the American nation imposed severe strains 
upon its standards. 

Americans do not need to be reminded in 
detail about the course of events in this 
country during the life span of John Dela- 
mater, from 1787 to 1867. The significant 
occurrence was the western migration of 
the population, from the Eastern seaboard, 
which led to the gradual settlement of the 
entire continent from the Atlantic to the 
Pacific. The new communities and the ex- 
panding population created a continuous 
demand for more physicians. This was oc- 
curring in a newborn country which had not 
yet developed firm traditions and where 
there was a passion for individual freedom 
and self determination. 

Before the Revolution the great majority 
of physicians had been educated as house pu- 
pils of practitioners, and only a privileged 
few went to Europe for more formal training 
and secured the medical degree. On the eve 
of the war the first American medical schools 
had been created in Philadelphia and New 
York.* They were modeled after the most 
advanced European school, the University 
of Edinburgh, and were integral parts of 
stable academic institutions. After the war 
medical colleges began to spring up in all 
parts of the East and to follow the course of 
westward migration. Most physicians now 
desired the title of Doctor of Medicine which 
only a college diploma could confer, al- 
though they still acquired their practical 
training with private preceptors. In popu- 
lous areas groups of practitioners joined to- 
gether to create medical schools, and, since 
the right to confer degrees required a legal 
charter from the state, they sought to af- 
filiate with pre-existing liberal arts colleges 
or universities. However, the connection was 
only nominal in most instances, and there 
were rarely any mutual financial obliga- 
tions.° 

The very high standards of the first 
American Inedical schools soon dropped as 


4See G. Miller, Medical Education in the 
American Colonies. J. M. Educ., 31:82-94, 1956. 
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they began to compete for students and as 
the special features of the American en- 
vironment began to exert their effects. Feel- 
ings of nationalism combined with glorifica- 
tion of freedom to reject traditions which 
originated across the Atlantic. In 1847 Dr. 
J. K. Mitchell, Professor of the Practice of 
Medicine at Jefferson Medical College in 
Philadelphia, told his students that Ameri- 
can physicians need not draw their rules 
from the “conservative wisdom of the old 
world.” “Our institutions, our climate, our 
people,” he asserted, “are peculiar, and 
peculiarly as a nation are we situated. Ours 
is a land of progress; one in which men are 
to reach their ends by new and untried 
paths. The slow movement of European 
systems suits us not.’ 

In recently settled areas west of the 
Appalachians the sparseness of the popula- 
tion, its low economic status, and the lack of 
social stability affected all types of educa- 
tion. Primary education was frequently 
rudimentary or nonexistent; a classical edu- 
cation was considered useless in an environ- 
ment where the plow and the axe were the 
chief tools. Practicality dominated not only 
social but also intellectual life. The acquisi- 
tion of knowledge which did not serve any 
useful purpose in earning a living and ad- 
vancing one’s status in society was con- 
sidered unnecessary, and the few liberal arts 
colleges were intended primarily for prepa- 
ration for the church. 

Medical educators before the Civil War 
constantly deplored the incomplete prelimi- 
nary training of their students who some- 
times could neither spell nor write correct 
English, not to mention their ignorance of 
geography or mathematics.’ “As to classical 

5 An excellent general description of American 
medical education during the first half of the 19th 
century is given by William Frederick Norwood: 
American Medical Education from the Revolution 


ary War to the Civil War, J. M. Educ., 32:433-47, 
1957. 


6 J. K. Mitchell, Lecture introductory to the 
course on the practice of medicine in the Jefferson 
Medical College, delivered November 2, 1847, pp 
23-24. Philadelphia, 1847. 


7R. L. Howard, lecture, introductory to the 
course in the Starling Medical College, of Columbus, 
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learning,” lamented Dr. Thomas D. Mitch- 
ell at Cincinnati in 1832, “that has long since 
been laid on the shelf, as unimportant, 
or useless.’’* Eastern professors like J. K. 
Mitchell of Jefferson Medical College urged 
his Western students to complete their 
language deficiencies in school recesses. 
“Indeed, until, with laudable zeal, he [the 
Western student] emerges from the grand 
old woods, or leaps from the boundless 
prairie, he is ignorant of the great value to 
him of Latin and Greek, and of the still 
greater importance of French and German.”® 

John Delamater was a medical educator 
who constantly sought to maintain the 
highest standards of professional education 
and conduct during this period of instabil- 
ity. In New York State and Ohio he taught 
hundreds of physicians who served the 
frontier communities as general practition- 
ers, and a number of them pushed further 
west and helped to create new schools. His 
teaching was in such great demand, both in 
the East and the West, that he held pro- 
fessorships in nine different medical colleges 
in seven states. He ended his career in Cleve- 
land, Ohio, where in 1843 he helped to cre- 
ate the Cleveland Medical College, now the 
School of Medicine of Western Reserve 
University, which he served as Dean for 
17 years. 

Born near Albany in Chatham, New 
York, not far from the Massachusetts bor- 
der on Apri! 18, 1787, John Delamater was 
descended from a French Huguenot refugee, 
Claude Le Maistre, who had come to New 


p. 8. Columbus, 1849; Danial Drake, An introduc- 
tory lecture, on the means of promoting the intel- 
lectual improvement of the students and physicians, 
of the valley of the Mississippi, p. 11. Louisville, 
1844. 

* Thomas D. Mitchell, Hints on the connexion of 
labour with study, a: a preventive of diseases peculiar 
to students, p. 46. Cincinnati, 1832. 

* J. K. Mitchell, op. cit., pp. 15-16. 

” Details about Delamater’s life have been 
painstakingly collected by Frederick C. Waite: 
John Delamater, Educator and Physician. Founder 
of School of Medicine of Western Reserve Univer- 
sity. Bull. Acad. Med. Cleveland, 14: 18:20, 1930, 
See also F. C. Waite, Western Reserve University 
Centennial History of the School of Medicine, pp. 
74-78, 465-67, Cleveland, 1946. 
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Netherlands in 1652 and had settled in 
Harlem.'® His children intermarried with 
the Dutch settlers, and John Delamater, six 
generations removed from his French an- 
cestor, bore the features of a Dutch burgher. 
His father, Jacob, was a prosperous farmer 
who had married Elizabeth Dorr. His par- 
ents, wishing John to enter the church, had 
him taught by a local minister who had re- 
ceived a good education in Europe. John, 
however, preferred to study law, and finally 
a compromise was reached in medicine, a 
profession espoused by three uncles. One of 
them, his mother’s brother, Dr. Russell 
Dorr (1771-1824) of Chatham, became his 
preceptor for 3 years, from 1804 to 1807, 
when he received his license to practice 
medicine from the Medical Society of 
Otsego County, New York. For 8 years 
Delamater was in private practice with 
various relatives in Chatham, Florida, New 
York, and finally Albany, where he re- 
mained only 1 year before moving in 1815 to 
Sheffield, Massachusetts. It would appear 
from his frequent moving that it was diffi- 
cult for a young physician in that region to 
make a living, and his “Reminiscences of 
Country Surgery” compiled late in life, de- 
scribed the one-room uncurtained house 
which was his residence in 1811 in Mont- 
gomery County, 20 miles from Schenec- 
tady." During his 10-year stay in Sheffield, 
he began to teach private house pupils, and 
in 1819 he helped to revive the Berkshire 
District Medical Society. 

In 1822 at the instigation of Dr. Henry 
H. Childs of Pittsfield, Massachusetts, the 
Berkshire District Medical Society success- 
fully petitioned the state legislature for a 
charter and endowment to establish a new 
medical school in western Massachusetts.” 
John Delamater, who had established his 
reputation as a very successful preceptor, 
was asked to fill the chair of materia medica 
and pharmacy when the Berkshire Medical 
Institution opened its doors in Pittsfield in 


" Cleveland M. Gazette, 1:317, 1860. 


12W. F. Norwood, Medical Education in the 
United States before the Civil War, pp. 211-12. 
Philadelphia, 1944. 
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1823. He had no professional degree, but 
at the end of his first academic year he was 
awarded an honorary M.D. from Williams 
College under whose charter the new medi- 
cal college granted its degrees. For his first 
year of teaching, he received $240, or about 
$15 a week, since the school term lasted 16 
weeks or less. In 1826 he added obstetrics 
to his teaching schedule. 

The second phase of Delamater’s career 
as a teacher began in 1827 when he was in- 
vited to be Professor of Surgery at the Col- 
lege of Physicians and Surgeons of the 
Western District of New York, a very 
prominent medical school located at Fair- 
field, Herkimer County, not far from Utica. 
Fairfield, the business and political center 
of the territory originally called the Royal 
Grant lands, was situated on a busy cross- 
roads which invited settlers, and as early 
as 1803 the population had grown so that 
an academy was created to bring culture to 
the community. In 1812 a medical depart- 
ment was chartered by the Board of Regents 
of New York, and outstanding teachers like 
Dr. Lyman Spalding, later the author of the 
first American pharmacopoeia, Dr. John 
Stearns, founder of the Medical Society of 
the State of New York and of the New York 
Academy of Medicine, and Dr. T. Romeyn 
Beck, later the author of the first American 
textbook on medical jurisprudence, had 
brought the school an illustrious reputation. 
That Delamater was invited to teach there 
was ample indication of the esteem with 
which he was regarded, and the school 
reached the height of its popularity with 217 
siudents in 1833 when he was on the staff. 
He possessed an uncommon command of 
English combined with a clear mind and a 
never failing memory which made his lec- 
tures a joy for listeners. As one contempo- 
rary wrote, “The lecture room was the cen- 
ter and substance of his life.’"* When a 
Utica man sought medical advice from Dr. 
James Jackson, a professor in Harvard 
Medical School, he was told, “You have no 

13 Anonymous holograph biographical sketch, 


dated October 26, 1873, preserved at the Western 
Reserve Historical Society Library. 
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need to write to me. You have Dr. Dela- 
mater near at hand, than whom there is no 
abler practitioner in the country.” 

During the Fairfield years Delamater was 
constantly asked to lecture in other medical 
schools. While the usual school term began 
in November and concluded in February, 
some schools had sessions at other times in 
order to include distinguished teachers from 
other regions. Delamater gave such lectures 
in Bowdoin College, Maine (1829-1834; 
1840-1841); Dartmouth Medical School 
(where he was a colleague of Oliver Wendell 
Holmes who remarked that Delamater’s 
lectures “were as lucid as the water of a 
mountain spring”) 1836-1840; the Univer- 
sity of Vermont; the Medical College of 
Ohio at Cincinnati (1838-1839); and the 
Medical Department of Willoughby Uni- 
versity of Lake Erie at Willoughby, Ohio 
(1838-1843). His skill in surgery brought 
him a national reputation, although he did 
not report his cases, and his obituary in the 
Transactions of the American Medical As- 
sociation stated that “Hundreds who have 
listened to him in the lecture-room will re- 
member with what extreme modesty he used 
to make mention of his operations for 
excision of the scapula—an operation he was 
the first to perform in this country.” 

One wonders today how a general prac- 
titioner with a busy local practice could 
have found time to teach not only locally 
but also in distant states. Indeed, in many 
instances medical college professors did not 
reside in the towns where they taught. It 
was told of Delamater that after lecturing 
2 or 3 times a day at the Berkshire Medical 
Institution in Pittsfield, he rode late in the 
afternoon to Sheffield where he resided 20 
miles distant, made calls on patients until 
late at night, arose at dawn, and breakfasted 
at Stockbridge while making notes of the 
lectures which he would deliver that day." 

'§ William H. Goodrich, Sermon delivered at the 
funeral of John Delamater, M.D., LL.D., in the 


First Presbyterian Church, Cleveland, April 2, 1867, 
p. 6. Cleveland, 1867. 


Trans. A.M.A., 19:426, 1867. 
© Goodrich, op. cit., pp. 11-12. 
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During his last years at Fairfield he also 
taught obstetrics, gynecology and _pedi- 
atrics, and for several years he conducted a 
private medical school at Palmyra, N.Y., 
where he lectured on all subjects of the 
medical curriculum. 

Meanwhile in 1834 a new medical school 
had been created on Lake Erie by Fairfield 
men who had migrated westward and 
settled in northeast Ohio in the area former- 
ly designated as the Western Reserve of 
Connecticut. Naming thei: town (formerly 
Chagrin) and school for Dr. Westel Wil- 
loughby, one of the prominent Fairfield pro- 
fessors, they organized the Medical De- 
partment of Willoughby University of Lake 
Erie to which John Delamater was soon 
called as Professor of Theory and Practice 
of Physic, Pathological Anatomy, and Ob- 
stetrics in 1838. He still continued to live in 
New York state and to teach regularly at 
Fairfield and at Dartmouth, but in 1840 
when competition from other schools forced 
Fairfield to close its doors, he moved his 
residence to Willoughby, declining offers to 
teach in Cincinnati, New York, and Phila- 
delphia, since he preferred life in the coun- 
try. After moving to Ohio he also taught in 
the Medical Institution of Geneva, Geneva, 
New York (1840-1843) and in Franklin 
Medical College, St. Charles, Illinois (1842- 
1844). In 1842 he moved to Cleveland, then 
a town of 8,000, where he remained for the 
rest of his life and ceased his peripatetic 
existence. 

The Willoughby school, unstable from 
the very beginning, had increasing faculty 
dissension, and in 1843 Delamater resigned, 
together with Dr. Jared P. Kirtland, one 
of the leading scientists of his day in Ohio, 
and two former Fairfield students, Dr. 
Horace Ackley and Dr. J. L. Cassels. This 
group disapproved of the lowering of educa- 
tional standards at Willoughby and decided 
to create a new school in Cleveland. Ap- 
plication was made to Western Reserve 
College at Hudson, Ohio, 26 miles south of 
Cleveland, to become its medical depart- 
ment, and after certain legal difficulties 
were solved the Cleveland Medical College 
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was officially established on March 20, 1844. 
Although tradition has credited Delamater 
with the initiative in founding the new 
Cleveland school, recent evidence indicates 
that his more aggressive and forceful pupil, 
Dr. Horace A. Ackley, was probably the 
moving force.'” 

This school possessed the qualifications 
necessary for stability and permanence Un- 
like a country medical college like Fairfield, 
which disappeared when the village in which 
it was located ceased to be a center for trade 
on a busy highway, the Cleveland Medical 
College was established in a growing city 
which could provide adequate financial sup- 
port and clinical facilities. Furthermore, it 
was stabilized through its affiliation with a 
strong pre-existent institution, the Western 
Reserve College, which had been founded in 
1826 and which continues today as Western 
Reserve University.'* Finally, its faculty 
was of the highest professional caliber. The 
original four ex-Willoughby men _ were 
joined by Dr. Noah Worcester, a pioneer 
American dermatologist who had studied in 
France and England, Dr. Samuel St. John, 
Professor of Chemistry, Geology, and Min- 
eralogy of Western Reserve College, a Yale 
graduate who had also studied abroad, and 
Dr. Jacob J. Delamater, the elder son of 
John Delamater, who had just received his 
M.D. at New York University. For 13 years 
this group of outstanding teachers remained 
together (with the exception of Dr. Noah 
Worcester who died prematurely in 1847), 
and molded a medical college of exceptional 
strength. One of their students in the session 
of 1851-1852 related the following descrip- 
tion of Dr. Delamater’s lectures:'* 

The Faculty then comprised Drs. Ackley, 
Cassels, DeLamaters, father and son, Kirtland 
and St. John, all men of mark in their various 

17 For details see F. C. Waite, Western Reserve 


University Centennial History of the School of Medi- 
cine, pp. 88-89. 
18 The beautiful original buildings may still be 


seen today as part of Western Reserve Academy in 
Hudson, Ohio. 
19 J. Edwards Ingersoll, The Life and Character 


of John DeLamater, M.D., L.L.D. {ca. 1880), pp. 
14-15. 
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departments. I recall the language and style of 
Dr. John DeLamater in his lectures, all that a 
student could desire in simplicity, directness 
and completeness of the subjects presented. If 
the student sat only to be entertained by 
showy rhetoric, he would be disappointed. If 
his object was to learn what medicine as a sci- 
ence, and the practice of medicine as an art had 
to offer, told in language plain, sufficient, but 
never expletive, and in the modest, quiet tones 
and manner of a fireside talk, then could he sit 
charmed for the hour, while the head bowed 
with the weight of its sound grain, and from a 
face beaming with goodness and grace, opened 
a mouth which ‘distilled its speech as the dew.’ 
It was my habit to take minutes of the various 
lectures which I attended seeking to so condense 
the remarks of the professors, that by a tew 
minutes’ review on the following day, I could 
come fresh to the ‘quiz,’ and to the resumption 
of the subject under study. But such was Dr. 
DeLamater’s style for simplicity, dispersing 
with all superfluous words, and using the 
plainest directest Saxon to formulate his ideas, 
that, although the Doctor was rather slow of 
speech, yet I found in my experience that it was 
beyond the power of my note-taking to capture 
all the ideas given in a lecture. They were al- 
ready condensed. And when a subject had been 
finished, so far as it was possible to deal with 
it in a course of lectures, the student who had 
made himself the recipient of what had been 
said, felt that, whatever might be desired more 
in order to become familiar with the detail, 
nothing was to be eliminated, even a word, 
from what had been given. Dr. DeLamater had 
no inclination to adopt or delight in that style 
of language which was satirized so tartly by the 
famous Frenchman, who defined it to be ‘a 
garment for the concealment of ideas.’ 


It is clear that Dr. Delamater’s role, after 
settling in Cleveland, was that of the elder 
medical statesman whose illustrious name 
and wise medical counsel were valued by 
both the medical and lay community. He 
limited his practice to the city and its im- 
mediate vicinity,”” but he was widely sought 
as a consultant by physicians from all parts 
of northern Ohio. His conscientious atten- 


20 Cleveland Daily Herald, July 21, 1843. 
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tion to detail is seen in the following let- 


ter?! 


Cleveland, Aug. 26, 1861 
Dr. John French 

Dear Sir—I took liberty a few days since to 
address to you some professional advices de- 
signed for the benefit of Mrs. James Brown of 
your township. ! 

For want of time the letter, above named, 
was not so full in details as I wished, and I now 
propose to supply the deficiency—I have writ- 
ten out some formulae on a separate slip, which 
I enclose herewith, to which I shall make 
reference in what follows—My advice is that 
the Solution of Strichnine named in that slip be 
procured, and, also, the Extract of Conium— 
and also a small bowel syringe in good working 
order, and having a smooth pipe, to hold about 
a gill—It is advised that Mrs. Brown take of the 
Solution of Strichnine 3 times daily, as follows: 
each dose the first day to be 10 drops in 2 or 3 
tablespoonfuls of water, each dose 2nd day, to 
be 11 drops—3rd day each dose 12 drops—4th 
day each dose to be 13 drops and so on increas- 
ing from May to day. 

Some preparation of Iron, may be added to 
each dose of the Strichnine—If the patients 
bladder is not irritable she may add the Tinc- 
ture of the Muriate, but if her bladder continues 
to be irritable as when I saw her, she may omit 
the Tincture, & procure and take the Syrup of 
the Iodide referred to on the separate slip en- 
closed herewith—the dose of the Iron in either 
case to be 10 drops with each dose of the 
Strichnine,—Increase the Strichnine, in the 
manner directed, until relief is obtained, or 
slight cramps and prickings of the muscles are 
induced—probably these will appear first in the 
nape of the neck, or about the face—may be, 
however, in the extremities or other parts. 
Then omit it. 

In my previous letter I have advised asper- 
sions of warm or cool Solution of Common Salt 
in Water to be used alternately upon the back 
and hips posteriorly, and the abdomen and 
pelvic region anteriorly followed always by 
frictions with coarse towels, or drving by towels 
and applying frictions by means of a coarse 
flannel mitten. 

After pursuing the aspersions for a time, 
these may be omitted and sits baths resorted to 
instead—the baths may be temperate at first, 


*! Preserved in the Howard Dittrick Museum of 
Historical Medicine, Cleveland Medical Library. 
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but gradually taken colder—She may also pro- 
cure a female Syringe, by means of which she 
may throw into the vagina three or four Syringe 
fulls of the same Solution of Alum above named 
morning and evening daily— 

Further; form an Enema (Bowel injection) 
of thin Starch and the Extract of Conium in the 
proportions of 3 tablespoonfuls of Starch and as 
much Conium as will allay all pain about the 
hips and belly—say 20 drops or more, may be 
30 or 40 drops of the Conium in each Enema. 
and throw such a dose into the lower bowel 
about 9 oclock a.m. and 9 oclock p.m. daily 
so long as the pains in those regions may con- 
tinue to require it—These Enemas are designed 
to be retained, & not to be thrown off. 

If the bowels should not be soluble, pro- 
cure the Tincture of Senna & Jalap named on 
the accompanying slip and take as much of it at 
bedtime daily or whenever needed, as may be 
necessary to ensure soluble bowels—but by no 
means take so much as will act as a cathartic— 
usually half a teaspoonful to a whole teaspoon- 
ful diluted in a spoonful [sic] of water will be 
required. 

All of which is most respectfully submitted 
by Yours truly, 

Dr. Jno. Delamater 


Delamater was an acknowledged author- 
ity on gynecology, of which he was professor 
at the Cleveland Medical College, and one 
of his very few published articles was a 
lengthy legal deposition in defense of a col- 
league accused of professional negligence in 
a case of inversion of the uterus.” This con- 
tained a detailed review of current literature 
on the subject In fact, he was famous for his 
grasp of current medical literature which he 
remembered accurately and was able to re- 
call at will.** His skill as an obstetrician was 
such that nearly 20 years after his death, on 
the occasion of laying the cornerstone of the 

® Dr. Fisher’s Case. Cleveland M. Gazette, 1:285- 
300, 353-69, 1860; 2:91-101, 138-51, 273-82, 321- 
29; 3:113-14. Other gynecological articles were: 
Mammoth Tumor. Cleveland M. Gazette, 1:31-40, 
1859; Letters on ovarian tumors appended to the 
Report of the Committee on Surgery of the Ohio 
State Medical Society. Trans. Fourteenth Annual 


Meeting Ohio State Med. Soc., pp. 116-22. Columbus, 
1859, 


23. Dudley P. Allen, Pioneer Medicine on the 
Wesiern Reserve. VIII. Mag. Western History |ca. 
1887}, p. 794. 
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new Medical College building, one of his 
former students remarked that “Dr. De- 
lamater was so well and favorably known 
that every man would take off his hat at the 
mention of his name and I am sure that 
every lady would take off her bonnet as a 
tribute to this great man’s skill.’”*4 

Delamater, always modest and retiring, 
was constantly placed into positions of re- 
sponsibility by his colleagues. During the 
second term of the Cleveland Medical Col- 
lege he was made Dean, a position which he 
filled reluctantly until he retired in 1861. It 
is clear that the position was largely honor- 
ary, and perhaps to advertise the school, 
since the records do not indicate that De- 
lamater assumed actual leadership in school 
projects. Similarly, he served on a number 
of important committees of the Ohio State 
Medical Society, but he never would con- 
sent to hold any office. Unlike Dr. Daniel 
Drake, his contemporary in Southern Ohio 
and Kentucky, with whom he has frequent- 
ly been compared in histories of American 
medical education, he was not an organizer 
and initiator. He should rather be called a 
conservator, one imbued with the finest 
traditions of the past who constantly re- 
created those traditions in his professional 
life and conduct. Moreover, he embodied 
personal virtues which endeared him to 
every community in which he lived. In both 
Sheffield and Fairfield the townspeople 
wanted to build him a house, so that he 
would remain permanently in their midst.” 

The few personal anecdotes which sur- 
vive reveal him as a Christ-like figure, kind, 
plain, honest, faithful, compassionate, and 
charitable. A deeply religious man whose 
day began with family prayers and scrip- 
ture-reading, Delamater grounded his ac- 
tions in Christian piety and charity. His 
“genuine and thorough piety” was regarded 
by his pastor as the foundation of his whole 
character.” Like all truly great physicians 

*4E. D. Burton, Cleveland Leader, July 11, 1885, 
cited by Waite, Western Reserve University Centen- 
nial History of the School of Medicine, p. 77. 

* Ingersoll, op. cit., pp. 13-14. 

* Goodrich, op. cit., p. 13. 
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he healed through the insight and power of 
his personality. As one disciple wrote, ‘““The 
good man, from the kindness of his heart, 
overflowing with sympathy, poured into the 
wounded hearts of his suffering patients, 
the rich oil of religious consolation and the 
soothing power of Christian faith, as freely 
and as unostentatiously as he applied his sci- 
entific remedies for their diseases.’”” Always 
faithful to his patients’ needs, in critical 
cases he stayed overnight with them, sleep- 
ing on the floor with his saddle-bags as a 
pillow if the country dwelling did not have 
another bed. He confided once to a friend, 
“Through my most active years I never 
went to bed without the consciousness that 
I had done that day, all that any man could 
require of me, professionally or otherwise.’”* 
Delamater lived and taught at a time 
when American medicine was completely 
undistinguished. Modern scientific medicine 
was just beginning in European research 
laboratories. During his lifetime the uncer- 
tainty of medical knowledge was one of the 
greatest problems facing the profession, for 
it made them vulnerable to quacks, faddists, 
and systematists like the proponents of 
homoeopathy, hydropathy, or botanic medi- 
cine. The public in general had little confi- 
dence in orthodox medicine. “Need we be 
surprised,” stated Dr. H. H. Childs at 
Willoughby in 1844, “that intelligent men 
extend to the profession a hesitating and 
doubtful confidence, when educated physi- 
cians differ so widely among themselves, 
avowing the most opposite views, both in 
theory and practice. . . . That ‘Doctors dis- 
agree,’ has passed into a proverb.’””* The 
physical sciences had already developed to 
the point where they were being applied for 
the increase of man’s comfort and prosper- 
ity, but the study of human biology was 
still retarded. The method of careful clinical 
27 Ingersoll, op. cit., pp. 9-10. 
Ibid., p. 12. 


29H. H. Childs, Introductory lecture before the 
Willoughby University, p. 13, 1844. 
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observation, which had been developed at 
Paris and which exerted the chief influence 
on American medical thought during this 
period, while useful for differential diagnosis 
of various diseases, was unable to penetrate 
the mystery of their cause. 

In addition, the crudeness of American 
frontier life tended to corrode the profes- 
sional demeanor of physicians,*® and the 
anti-aristocratic ideals of democracy con- 
flicted with the maintenance of an intel- 
lectual aristocracy such as the learned 
professions necessarily create. Delamater, 
however, steadfastly maintained the old 
ideals of intellectual competence and gen- 
tlemanly behavior. He was accepted and 
revered because he inspired confidence and 
respect. For his time, he was the ideal 
physician. This, together with his great 
natural gifts of fluency and clarity of 
thought, drew hundreds of students to him, 
both privately and in the medical colleges, 
idealistic young men who also wished to 
preserve the worthiness and dignity of the 
profession. 

When the Cleveland Medical Gazetle was 
founded in 1859, a woodcut of Delamater 
was carried on its first seven issues in honor 
of Cleveland’s leading physician. In 1860 he 
was awarded the honorary degree of Doctor 
of Laws by Western Reserve College. Al- 
though he retired from teaching at the 
Medical College in 1861 at the age of 74, on 
account of poor health, during the Civil War 
years he filled in for absent professors. He 
died on March 28, 1867, almost at the age of 
80. During his last year of life as his physical! 
powers slipped away his mind and judg- 
ment remained sound, and his patients still 
sought at his bedside that comfort and help 
which he had always faithfully given.” 

*” Read, for example, the disgusting picture of a 
colleague’s office, in Daniel Drake, an Introductory 
Lecture, on the Means of Promoting the Intellectual 
Improvement of the Students and Physicians, of the 
Valley of the Mississippi, p. 12. Delivered in the 
Medical Institute of Louisville, November 4th, 1844. 
Louisville, Ky., 1844. 


*\ Ingersoll, p. 16. 
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Visual Teaching ide in a Gynecological 


Department 


J. K. RUSSELL, M.D., F.R.C.0.G.,* C. J. DUNCAN, M.A., F.R.P.S., F.R.M.S.,f 
and DOROTHY MUSTART, A.T.D.tf 
Department of Midwifery and Gynaecology, Royal Victoria Infirmary, University of 
Durham, King’s College, Newcastle upon Tyne, England 


For several years we have worked together 
to produce visual teaching aids for use in the 
gynecological department of Durham Uni- 
versity. We believe that these aids, as far as 
they relate to clinical gynecology, have a 
limited though important place in the 
undergraduate teaching program. From the 
vutset our approach has been cautious; the 
material has been carefully selected and pre- 
pared and has always been coordinated with 
the other methods of teaching used in the 
department. é 

It has been our experience that visual 
aid: such as we describe, if they are to be 
used to the greatest advantage, must be 
available in the gynecological ward rather 
than in an adjacent medical school or de- 
partmental headquarters. We have fortu- 
nately been able to plan and equip a teach- 
ing room in the gynecological ward in the 
Royal Victoria Infirmary; the room is illus- 
trated and described in this article. 

Color trans parencies.—A library of 2X 2- 
inch color transparencies forms the basis of 
our collection of visual aids. The library is 
constantly under review. New transparen- 
cies may be added or old ones replaced as 
better examples of certain conditions be- 
come available. Expansion has been slow 
and deliberate, and the selection of material 
for inclusion in this library is at the discre- 
tion of two or three senior members of the 
gynecological staff. Great care is taken in 

* Professor of Midwifery and Gynaecology. 

t Director of the Department of Photography. 

t Departmental Artist in Photography. 
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the production of the individual trans- 
parency. The gynecologist must help the 
photographer choose the best angle, per- 
spective, etc., if the transparency is to be an 
accurate worth-while record. The photog- 
rapher must be capable of producing a 
transparency of the highest technical qual- 
ity. These points are illustrated in Fig- 
ure 1. Our library of color transparencies is 
stored in the ward teaching room in a view- 
ing cabinet with sliding frames (Figure 
3). The frames, each of which holds 90 
transparencies, slide across in front of an 
illuminated glass screen and are easily and 
quickly inspected. We find this method of 
visual storage most convenient; members of 
the staff can quickly choose the correct 
transparencies to illustrate their lectures or 
tutorials. 

The color transparencies are taken on a 
Leitz bellows equipment fitted with a slid- 
ing copier or reflex housing using a 13.5-cm. 
Hektor lens. The camera is held on a single 
pillar stand with the lens as close as possible 
to the surgeon’s eye position and is focused 
and framed visually with a 5 magnifier. A 
single flash bulb is used in a hand-held re- 
flector gun positioned carefully before each 
shot to avoid intrusive reflections or 
shadows. A transparent shield is used on the 
bulb, and it is generally held relatively 
close to the lens axis. The guide number on 
Kodachrome A is about 40, so that small 
stops are possible giving adequate depth of 
focus. Black and white negatives are made 
from the color transparencies on quarter- 
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plate Plus X film, with the use of the Valoy 
enlarger equipped with a Chance ON20 
heat filter and a Wratten No. 11 green filter. 


. These are developed for about half to three- 


quarters the normal time in D.76 or 
Microdol to give a negative which will print 
on Grade 2 bromide paper. All the black 
and white clinical photographs shown in 
this article have been made in this way. 

The transparencies are used in a variety 
of ways. In systematic lectures to large 
numbers of students they are projected onto 
a screen in the lecture theater. When used in 
tutorials with small groups of students the 
transparencies are viewed on the Leitz 
Prado table viewer (Fig. 15) in the ward 
teaching room. We have been much im- 
pressed by the efficiency of this small in- 
strument; the enlarged image can be viewed 
simultaneously by six to eight students. 

In our library of transparencies we have 
purposely included several examples of each 
of the common gynecological conditions en- 
countered in clinical practice; this has 
proved to be most useful. Students in the 
course of a teaching session in the ward may 
see a case of cervical erosion. In the ward 
teaching room, afterwards, they can be 
shown several examples of cervical erosion 
(Figs. 2-4) and in this way may appreci- 
ate more readily that any one condition can 
present in different degrees and in various 
ways. 

Similarly, the student can be given the 
opportunity of comparing and contrasting 
the appearances of two conditions, e.g., 
cervical erosion and early cancer of the 
cervix (Figs. 5 and 6). In the teaching 
room, with the Leitz table viewer, a few ex- 
amples of each of the two conditions can be 
shown. The transparencies can be viewed 
carefully and repeatedly, and there is an 
ideal opportunity for discussion. 

When the principles of the common gy- 
necological operations are being discussed 
with small groups of students we find that a 
series of six to ten color transparencies is in 
many ways preferable to a short cinefilm 
(even though the film be run several times). 
Each transparency can be “held” on the 
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Leitz viewer or screen for several minutes if 
necessary, while discussion takes place. A 
film, on the other hand, is shown so quickly 
that neither lecturer nor audience has the 
same opportunity for discussion while the 
image is on the screen. Figures 7-12 are 
taken from a series of color transparencies 
and show some of the main steps in the 
operation of posterior colpo-perineorrhaphy. 

Panel demonstration.—In a previous com- 
munication (Russell e/ a/., 1956) we de- 
scribed briefly the preparation and presen- 
tation of this type of visual aid. These 
demonstrations take a long time to plan and 
prepare, but we consider the effort well 
worth while. We have been encouraged by 
the favorable comments of our undergradu- 
ates and of visitors to the department. We 
have, so far, completed two demonstrations 

‘one on cancer of the cervix, the other on 
discharge from the genital tract. It is our 
intention to build up a small series of 
demonstrations so that the most important 
gynecological subjects are covered. 

The gynecological staff first agree upon a 
subject which they consider to be of suf- 
ficient importance to present in this way. 
The subject matter is discussed in detail 
with the artist who then prepares a series of 
miniature panels drawn to scale to be used 
as a basis of discussion between artist and 
clinician. Points for emphasis, as suggested 
by the text, are high-lighted by color, size of 
lettering, or form of illustration. The final 
display is presented on light boards 20 25 
inches in size, protected by a covering of 
fy inch perspex. We show, in Figure 14, 
how the display is set out in the ward 
teaching room. Back lighting is provided for 
the panels with color transparencies. 

These panel demonstrations are used for 
purposes of revision and are not meant as a 
substitute for clinical teaching in the wards 
and operating theaters. 


DISCUSSION 

During the clinical years of the medical 
curriculum great emphasis is placed upon 
teaching in the out-patient department, in 
the operating theater and at the patient’s 
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bedside. In this part of the student’s train- 
ing there has been a tendency, we believe, to 
underestimate the value of visual teaching 
aids or even to consider them out of place. 
We have never regarded these aids as a 
substitute for clinical material, but rather 
we use them to elaborate and link up the 
various methods of clinical teaching. We 
have found that carefully selected and pre- 
pared aids, when used in conjunction with 
other methods of teaching, can add reality 
and interest for the student. In the course of 
his training the medical student is taught to 
observe before he examines the patient and 
has, therefore, a certain visual approach to 
his studies. His ability to assimilate facts 
and knowledge has long been stimulated by 
exposure to commercial advertising in news- 
papers, at the cinema, and on television. 
Possibly because of this background we find 
that our students welcome the assistance of 
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visual aids in their teaching. There are ad- 
vantages too for the teaching staff. In par- 
ticular the development of panel teaching 
displays, such as we describe in this article, 
requires the medical staff to meet, discuss, 
and crystallize their views on a variety of 
subjects. 

Our interest in visual teaching aids is a 
continuing one. Working together, our two 
departments have built up a library of ex- 
perience which we feel will prove to be of use 
aS we experiment with and develop other 
forms of visual teaching aids. 


ACKNOWLEDGMENT 
We are indebted to E. Leitz of London 
for the photograph of the table viewer. 


REFERENCES 
Russe, J. K.; Musrart, D.; and Duncan, 
C. J. Lancet, 2:383, 1956. 


Fic. 1.—A weighted speculum has been used to 


give full exposure of the cervix which is placed cen- 
trally in the picture. This is the standard view we 
aim at in producing color transparencies of the cer- 
vix. 

Fic. 2.—Cervical erosion and endocervicitis pro- 
ducing copious muco-pus. 

Fic. 3.—Cervical erosion with three small mu- 


cous polypi at the external os. 
Fic. 4.—Vascular cervica] erosion producing 
large quantities of clear mucus. 
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Fic. 5.—A simple cervical erosion producing a 
clear mucoid discharge 

Fic. 6.—An early excavating cancer of the cervix 
The endocervix has largely been replaced by friable 
tumor which bleeds easily and produces a blood 
stained discharge 

Fic. 7.—Deticient perineum and small rectocele. 

Fic. 8.—Recto-vaginal septum opened up 
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Fic. 9.—Suture through left levator anus muscle. 

Fic. 10.—Suture through right levator anus 
muscle. 

Fic. 11.—Levator ani muscles have been brought 
together. The superficial perineal muscles have still 
to be sutured through. 

Fic. 12.—The completed operation. Note the 
length of the perineum and the thickness of the 
muscle layers between thumb and forefinger. 
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Fic. 13.—One of the sliding frames has been 
brought across in front of the illuminated panel. 

Fic. 14.—A view of part of the ward teaching 
room to show how a panel demonstration is set up 
for students to examine at leisure. 

Fic. 15.—Leitz ‘‘Prado” table viewer. 


: 


” 


wn 
a 
% 
\ 
— i 
| 
| | j 
| i? 
{ 


Post-examination Training Program in the Maharaja 


Sayajirao University of Baroda, India 


A. K. NIYOGI, M.B.B.S. (Cat.) 


, D.P.H. (Cat.), D.LH. (Eprv.).* 


Department of Preventive and Social Medicine, Medical College, Baroda, India 


One of the important aims of medical educa- 
tion in India today is to develop in the 
medical graduates a propensity for the 
practice of integrated preventive and cura- 
tive medicine, which, in addition to offering 
clinical service, will consider the total en- 
vironment relative to the health of the peo- 
ple, provide preventive measures against ill 
health, and assume certain social responsi- 
bilities for maintaining health. 

A vast part of India where 83 per cent 
of the people live is essentially rural, more 
lacking in medical and health facilities than 
the towns. These rural areas have a greater 
need for integrated curative and preventive 
service than do the towns. It is therefore 
fully justifiable that those who direct medi- 
cal education should feel the necessity of 
equipping the medical graduates with expe- 
rience in the rural areas, so that they can 
practice integrated medicine. 

With these as the primary aims, the 
Maharaja Sayajirao University of Baroda 
(Bombay, India) has introduced compulsory 
post-examination training for all students 
who successfully complete the final 
M.B.B.S. examination, before the degree of 
M.B.B.S. is conferred on them. Earlier, the 
University introduced a premedical course 
for all students who intend to pursue the 
medical course. This course includes, among 
other subjects, biostatistics, elementary 
sociology, and biochemistry, in addition to 
biology, physics, and chemistry. This course 
runs for a year under the Faculty of Science 
of the University. Similarly, in the under- 
graduate: medical course, the subject of 
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Hygiene was developed into that of Preven- 
tive and Social Medicine, and a new depart- 
ment was opened in the Medical College. 

At the completion of undergraduate 
studies, the post-examination training, at 
present, runs for a year and is divided as 
follows: (a) 3 months at a rural health unit; 
(6) 6 months at district hospitals; and (c) 
3 months at the teaching hospital at Baroda. 

Training at the rural health unit.—Like 
the Medical College, this unit is a part of the 
Health Department of Bombay State. The 
location is in the rural area 9 miles from 
Baroda City and is connected to it by road 
and rail services. The Unit serves 32 villages 
with a 65,000 population, to whom it 
renders both curative and preventive serv- 
ices. The Unit runs Primary Health Centres, 
each one being staffed by a doctor, two 
nurses, one of whom is a public health 
nurse, a sanitarian, and other staff members. 
The Unit itself is worked by an experienced 
Medical Officer of Health, with public 
health nurses and other sanitary staff. It 
works in complete coordination with the Na- 
tional Extension services meant for all- 
around development of the villages in this 
area. 

The training program at the Health 
Unit is divided as follows: 

Mornings: All graduates work in the 
Primary Health Centre clinic. Two selected 
cases are taken by each student, who does 
clinical and laboratory examinations. In- 
quiries about socio-economic, sanitary, nu- 
tritional, and family conditions are made. 
Treatment, with a demonstration of nursing 
procedures and preventive advice, are 
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given. Follow-up is done. Visits to homes of 
the patients, whenever necessary, are made. 
These activities are carried out under the 
guidance of the Medical Officer of Health 
and his subordinate, eg., the Primary 
Health Centre medical officer. In cases where 
further investigations are felt necessary, the 
patients are brought to the teaching hospi- 
tal at Baroda. 

Also, specialists from the teaching hos- 
pital visit the Unit on fixed dates, once a 
week or once a fortnight, and guide the stu- 
dents in the Unit on cases which the spe- 
cialists select or which are selected by the 
students. Incidentally, not only do the stu- 
dents and the patients benefit by these 
visits, but also the teachers themselves, since 
the latter can have a first-hand idea of the 
types of diseases prevalent in rural areas, the 
difficulties of diagnosis and treatment, and 
then modify their teaching to the under- 
graduates to suit the needs of the students 
who are likely to practice in rural areas. 

Afternoons (once a week): During the 
period of training at the Unit, visits are 
made to homes of three patients selected 
from the Primary Health Centre clinic. The 
graduates study the effect of environmental 
factors, e.g., nutritional, social, economic, 
family, etc., on health, convalescence, and 
recovery. They also note how rural patients 
react to their advice, the difficulties of nurs- 
ing and home treatment, etc. The public 
health nurses assist the students, under 
guidance of the Medical Officer of Health, 
during these observations. 

Afternoons (twice a week): Prenatal 
and child health clinics are held by the stu- 
dents, under the supervision of the special- 
ists from the teaching hospital at Baroda. 
Here they actually practice the principles 
of holding these clinics, learn about positive 
health work, and also about such important 
factors as the range of norms among the 
people attending these clinics and the 
identification of subclinical conditions. 

Afternoons (ten occasions): Under the 
guidance of the Medical Officer of Health, 
the graduates observe rural sanitary condi- 
tions, the type of sanitary constructions 
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suitable for villages, the difficulties that 
confront them, and the efforts that are 
being made to improve the unsanitary 
conditions. Similarly, disinfection and dis- 
infestation, collection of vital statistics, 
mass immunization, and health propaganda 
are also done by the graduates. It is now 
accepted all over the country that the work 
for village improvement must be done by 
the village communities on their own initia- 
tive, aided, of course, by the State. The 
basic village organization in India is the 
village panchayet (a committee of five). It 
is this organization that is vested with 
health work in a village. The students must 
therefore be greatly interested in the work- 
ing of the village panchayets, and they are 
given opportunities to study their work and 
also discuss or offer programs for health 
work to them. 

Afternoons (two occasions): The stu- 
dents acquaint themseives with the health 
work of a municipality, National Extension 
Services, voluntary organizations, and the 
State Health Department. 

Afternoons (eight occasions): Students 
work in School Health Clinic with the help 
of the school teachers, public health nurses, 
and the Medical Officer of Health. 

It has also been possible to interest the 
students in a small survey project—which 
was carried out by them. 

During this period, continuous insistence 
is made on active learning by students 
through self-discovery undertaken on stu- 
dents’ own initiative. 

Although the direct responsibility for the 
training in the Health Unit has to be borne 
by the Medical Officer of Health, the Depart- 
ment of Preventive and Social Medicine of 
Medical College, Baroda, is responsible for 
drawing up the curriculum, carrying out 
supervision, and evaluating it from time to 
time. 

Training at the district hospital —During 
this second part of the postgraduate train- 
ing, the students are posted in groups of 
three or four at different civil hospitals in 
the surrounding districts. These hospitals 
are under the control of senior members of 
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the medical service of the Bombay state 
or private medical practitioners—all with 
postgraduate qualifications. Under the guid- 
ance of these medical officers the students 
begin to practice medicine in those hospitals 
where modern facilities for diagnosis and 
treatment are not well developed. It is 
hoped that, by this training, the students 
will learn how to face and overcome difficult 
situations in rural and small town practice. 

Training at the teaching hospital at Baroda 
for 3 months.—During this period the stu- 
dents work in different departments of the 
teaching hospital, and the accent is on a 
higher type of training in accurate diagnosis 
and up-to-date treatment. 
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It can be seen that the whole period of 
1 year between passing the final M.B.B.S. 
examination and the conferring of the degree 
of M.B.B.S. by the University is spent in 
further equipping the students with the ex- 
perience of actual medical practice and, in 
concurrence with the need of the country, of 
practice of integrated curative and preven- 
tive medicine, especially in rural areas. 

Evaluation of this program, which was 
only put into effect in 1957, is necessary. 
The Faculty of Medicine are enthusiastic 
about it. It is hoped that an evaluation of it 
from time to time will help in developing a 
program of training that will meet the needs 
of the country. 


4 . 


The Seventh Annual Report of the Nationa! 
Intern Matching Program 


WARD DARLEY, M.D.* 


Prior te the turn of this century American 
medical education took very little interest 
in patient contact and responsibility as a 
part of the preparation for the practice of 
medicine. This lack of interest was reflected 
in the development of the internship as 
a responsibility of the hospital, rather than 
of the medical school, and now, more than 
half a century later, even though participa- 
tion in and responsibility for patient care 
are very much a part of the medical stu- 
dent’s education, and although nearly half 
of this country’s internships are in medical 
school-affiliated hospitals, the internship 
continues primarily as a hospital respon- 
sibility—but a responsibility with which 
medical schools, and medical students as 
well as hospitals, are concerned. It should 
be of interest to review the development 
of this three-way concern. 

The American Medical Association gave 
official recognition to the internship in 1904. 
The first list of hospitals approved for in- 
ternship training was published in 1914. 
It was not until 1920 that the number of 
available internships began to exceed the 
number of medical graduates available (1). 
Since 1920, and with each succeeding year, 
this disparity has increased until now the 
annual number of internships available is 
nearly twice the number of U.S. medical 
graduates. As the result of this, the develop- 
ment of competition between hospitals and 
the resultant pressures upon medical stu- 
dents to accept internships was inevitable. 
As these pressures grew, it was equally 
inevitable that the medical schools should 
take an increasing interest in assisting their 
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graduates to obtain good internships. 

The first definite effort to solve this prob- 
lem was in 1945 when the Association of 
American Medical Colleges, the American 
Hospital Association, the American Prot- 
estant Hospital Association,. the Ameri- 
can Catholic Hospital Association, and the 
American Medical Association adopted what 
was known as the Cooperative Plan. This 
plan involved the voluntary participation 
of medical students, medical schools, and 
hospitals in a complicated set of arrange- 
ments that were supposed to operate with- 
out any centralized operating authority. 
While the result was an improvement over 
the pre-1945 situation, there still remained 
confusion with many instances of lack of 
understanding and cooperation. As the num- 
ber of internships continued to move ahead 
of the number of available U.S. graduates, 
it became apparent that something more 
was needed. 

This “something” was suggested in 1950 
by Dr. F. J. Mullin (4) in the form of 
a nationwide plan in which the matching 
of student and hospital choices could take 
place free of pressures and premature com- 
mitments, together with a time schedule 
and a system of appointment and acceptance 
notification which would be reasonable and 
capable of central administration. This plan 
was tried in 1951 and was found to be 
sufficiently successful so that its basic prin- 
ciples have been adopted as standard prac- 
tice. Great credit is due the hospitals and 
the medical students for their willingness 
to cast their lot with this enterprise. 

The agency now responsible for the ad- 
ministration of the plan is known as the Na- 
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tional Intern Matching Program—NIMP. 
NIMP is an independent corporation, gov- 
erned by a Board of Directors, which has 
representation from the American Hospi- 
tal Association, American Medical Asso- 
ciation, American Protestant Hospital As- 
sociation, Association of American Medical 
Colleges, Catholic Hospital Association, Stu- 
dent American Medical Association, and 
one medical student representing the medi- 
cal student body at large. The Army, Navy, 
Air Force, Veterans Administration, and 
Public Health Service have liaison member- 
ship upon the Board. 

The mechanism of the plan, although 
complicated in execution, is simple in theory. 
Basically, NIMP acts as a clearing agency. 
Each participating student submits a con- 
fidential list to NIMP, ranking, in the order 
of his preference, the hospitals where he 
has applied for internship. He applies for 
any internship which interests him. Each 
participating hospital also submits a con- 
fidential list, ranking in the order of its 
preferences, the students which have applied 
to it. NIMP then matches the student with 
the internship he rates the highest, insofar 
as the hospital's relative evaluation of the 
student applicant makes this possible. 

While previous reports of NIMP (5-7) 
have given detailed descriptions of the mech- 
anisms of matching, none is as easily under- 
stood as the one prepared by Dr. N. C. 
Webb, Jr., when he was a student member 
of the NIMP Board of Directors and was 
himself being matched toan internship (9). 
The significant portion of Dr. Webb’s de- 
scription is reproduced herewith. 


STUDENT CONFIDENTIAL PREFERENCE LISTS 
Green Smith Jones 
1. Mt. Sinai 1. Mt. Sinai 1. Internia 
2. Internia 2. Internia 2. St. Joseph 
3. Mt. Sinai 
HospiTAL PREFERENCE LIsTs 
The number in parentheses shows the number 
of interns being sought by each hospital. 
Mt. Sinai (2) Internia (1) St. Joseph (1) 


1. Jones 1. Smith 1. Jones 
2. Smith 2. Jones 
3. Green 3. Green 
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Consider Green, whose first choice is Mt. 
Sinai, which offers two internships, and 
which has ranked him third. Unless either 
Jones or Smith gets matched elsewhere, he 
cannot get in. He is also waiting at Internia, 
since it, offering but one internship, has 
shown preference for Smith and Jones, and, 
unless both Smith and Jones get matched 
elsewhere, Green is not in here yet either. 

Consider Smith. He ranked Mt. Sinai 
first, and it ranked him second. Since Mt. 
Sinai offers two internships, Smith can be 
permanently “matched.” Since Smith is now 
matched at his first-choice hospital, his name 
is removed from Internia, his second choice, 
and Jones and Green slide up. 

Now the situation looks like this (*indi- 
cates a permanent match): 


STupENT Lists 
Green Sm Tones 
1. Mt. Sinai *1. Mt. Sinai 1. Internia 
2. Internia 2. detente 2. St. Joseph 
3. Mt. Sinai 
Lists 
Wt. Sinai (2 Internia (1 St. Joseph (1) 
1. Jones 1. 1. Jones 
*2. Smith 2. Jones 
3. Green 3. Green 


Consider Jones. Since the removal of 
Smith from Internia’s list, Jones has moved 
up to top position. This is a permanent 
match, since it is Jones’s first choice. Jones’s 
name is removed from the Mt. Sinai list 
and from the St. Joseph list, since he is 
matched at a hospital he prefers to either 
of these. 

Now the situation looks like this (**de- 
notes filled hospital): 


STUDENT Lists 


Green Smill Jones 
1. Mt. Sinat *1. Mt. Sinai *1. Internia 
2. Internia 2. 4rternit 2. St. Joseph 


3. Mt. Sinai 


Hosprrat Lists 


Wi. Sinat (2 **Inlernia (1 St. Joseph (1 
1. Jones 1. 1. Jones 
*2. Smith *2. Jone 
3. Green 3. Green 
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The removal of Jones’s name from Mt. 
Sinai allows Green to slide up into second 
place. Since two internships are offered at 
Mt. Sinai, Green is a permanent match. 
Final results: 

Mt. Sinai—Smith and Green 
Internia—Jones 
St. Joseph—none 


The three students all were matched with 
their first-choice hospital. In this example, 
we have seen how men “slide up” on hos- 
pital lists, as men above them are matched 
to hospitals more desired by those men. 
You will note that each man holds his 
positions on the lists of the various hospitals 
until he becomes a permanent match. No 
one can “by-pass” a student on a hospital 
list. A student ts removed from a hospital 
list only when he is matched with a hospital 
he prefers more. St. Joseph got no intern 
because its one applicant preferred Internia 
and was matched there. 

This, the 1958 Matching Program’s re- 
port, is the seventh consecutive year in 
which student and hospital choices have 
been matched without error. The success 
of each matching depends upon the dis- 
tribution of carefully prepared materials to 
medical students, medical schools, and hos- 
pitals, the meeting of deadlines on the part 
of students, hospital administrators, medical 
school deans, and the NIMP office, and 
the careful checking and re-checking of both 
student and hospital choices, both with the 
students and hospitals and within the me- 
chanical system of the matching itself. 

The steps essential to one complete pro- 
gram are as follows: 

1. The hospitals and students make ar- 
rangements to participate in a given pro- 
gram during the winter and spring before 
the following cycle begins. The dates indi- 
cated are approximate, since they vary 
slightly from year to year. 

2. October: The hospital directory is pub- 
lished, containing a description of each par- 
ticipating hospital, the types of internships 
offered, and the intern quota for each. 

At the same time the student directory 
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is published which contains the name and 
medical school of each participating student. 

3. October 1—January 10: This is the 
period during which the students make ap- 
plication for internship to hospitals. The 
process of application, more often than not, 
involves personal visits to the hospitals in 
which the students are interested. 

4. October 1-December 10: The deans 
send letters of recommendation to the hos- 
pitals so that insofar as possible the hospi- 
tals may have this information when the 
students are interviewed or are being con- 
sidered for internship. 

5. January 31: Closing date for receipt 
at NIMP office of student and hospital 
confidential rank order lists. 

6. February 16: The confidential student 
list is confirmed to each student. Also, the 
confidential hospital list is confirmed to each 
hospital. 

7. February 21: Closing date for accept- 
ing corrections to student or hospital con- 
fidential rank order lists. 

8. February 23: The matching operation 
begins. 

9. March 11: The results of the matching 
plan are mailed to medical school deans 
and to hospitals. 

10. March 16: Theresults are given to the 
students by the deans. At the same time 
the hospitals receive their matching results. 

11. March 16-26: The hospitals send con- 
tracts to matched students and students 
sign and return the contracts. 

Except for Tables 5 through 19, the tables 
and discussions that follow will continue 
the record about as it has been carried in 
previous reports (2, 3, 5-8). The general 
statistics as shown in Table 1 reveal no 
striking shifts over previous years. The num- 
ber of unmatched students continues to 
be large because of the difficulty which 
foreign graduates have in competing with 
U.S. and Canadian students (152 out of 
all the 397 unmatched students were gradu- 
ates of foreign schools) for the more popular 
internships. In the program of 1959-60 (the 
coming program), because screening by the 
Educational Council for Foreign Medical 
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Graduates will be required for the registra- 
tion of graduates from foreign schools, the 
number of foreign graduates participating 
in the program and, a priori, the number 
going unmatched, will be sharply reduced. 
After 1959 the number of participating for- 
eign graduates should begin to go up, but 
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open to question, but also in which they 
would like to intern if they possibly can. 
A student can justify such “tries” because 
in doing so, he knows that he is not hurting 
his chances for his second- or third-choice 
hospitals—hospitals which formerly he 
would have listed in first and second place. 


TABLE 1 
GENERAL RESULTS, 1952-58 
Hospitals Intern Total Total Number Students Students 
partici- programs positions positions Per cent unfilled partici- un- 
Year pating offered offered filled filled positions pating matched 
1952 795 1068 10414 5564 53 4850 5681 117 
1953 808 1102 10971 5744 52 5227 6033 289 
1954 820 1032 10729 6051 56 4678 6412 361 
1955 814 1056 11075 6379 58 4696 6713 334 
1956 821 1063 11459 6588 57 4871 6821 233 
1957 822 1052 11804 6539 55 5265 6923 384 
1958 819 1062 11958 6734 52 5224 7031 397 
TABLE 2 TABLE 3 
APPLICATION PER STUDENT PERCENTAGE OF STUDENTS MATCHED 
No No. per BY ORDER OF CHOICE 
Year No. students applications student Per cent 
1952 5681 21728 3.8 Per cent Per cent Per cent fourth 
1953 6033 19416 B.2 first second third choice 
1954 6412 21579 3.4 Year choice choice choice or lower 
1955 6713 25617 3.8 1952 84 10 3 3 
1956 6821 29474 4.3 1953 85 10 3 2 
1957 6923 30434 4.4 1954 82 11 4 3 
1958 7031 32090 4.6 1955 16 14 5 5 
sia : 1956 74 15 6 5 
also, because of the ECFMG screening, the 1957 76 13 6 5 
1958 74 14 6 6 


percentage matched should be increased. 
Table 2 reveals the trend for each student 
to apply to an increasing number of hos- 
pitals. Table 3 shows a slight continuation 
of the downward trend in students receiving 
their first choices. These two trends can be 
taken to indicate that students are adding, 
as first choice, institutions in which they 
may feel their chances of acceptance are 


Table 4 shows a slight drop in the per- 
centage of hospitals receiving their highest 
choices of students. There is no logical ex- 
planation for this. The significant thing here 
is that the percentage of hospitals receiving 
the total of their first and second choices 
has remained essentially the same. 

Tables 5 through 8 show hospitals classi- 


TABLE 4 


HOSPITALS RANKING OF STUDENTS WITH WHOM THEY WERE MATCHED 


Per cent Per cent 


matched from 


Year Rank Group I* Rank Group II 
1956 61 24 
1957 71 19 
1958 67 22 


matched from 


Per cent 
matched from Per cent 
Rank Group III other Total 
11 4 100 
7 3 100 
8 3 100 


* If hospital quota is 10, first ten men on list form Rank Group I, numbers 11-20 


Kank Group IT, etc. 


42 Journal of Medical Education 


fied according to medical school -affiliation 
or non-affiliation, the number of interns 
sought and obtained, and the percentage 
of internships filled. The affiliated hospitals 
are broken down according to whether or 
not the degree of medical school control 
is of major or minor degree. The figures 
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Table 6, minor affiliated hospitals: The 
total number of hospitals has decreased, as 
has also the number of interns sought. The 
percentage of the total of interns matched 
over the number sought has shown an in- 
crease. The number of hospitals filling 50 
per cent or more of their quotas has re- 


TABLE 5 
MAJOR TEACHING HOSPITALS 
1953 1958 
Quota INTERNS INTERNS 
SATURATION No. Per cent No. Per cent 
PERCENTAGE HOSPITALS Sought Matched matched HOSPITALS Sought Matched matched 
100 39 897 897 100 45 1224 1224 100 
99-50 58 1962 1457 74.3 78 2528 1976 78.2 
49-01 40 930 289 31.1 22 526 182 34.6 
0 12 87 0 6 47 0 0 
TOTAL 149 3876 2643 68.2 151 4325 3382 78.2 
TABLE 6 
MINOR TEACHING HOSPITALS 
1953 1958 
Quota INTERNS INTERNS 
SATURATION No. Per cent No Per cent 
PERCENTAGE HOSPITALS Sought Matched matched HOSPITALS Sought Matched matched 
100 11 177 177 100 11 145 145 100 
99-50 20 271 190 70.1 25 364 265 72.8 
49-01 28 403 106 26.3 13 175 38 21.7 
0 20 205 0 0 8 62 0 0 
TOTAL 79 1056 473 44.8 57 746 448 00.1 
TABLE 7 
NON-AFFILIATED HOSPITALS 
1953 1958 
Quota INTERNS INTERNS 
SATURATION No. Per cent No. Per cent 
PERCENTAGE HOSPITALS Sought Matched matched HOSPITALS Sought Matched matched 
100 62 1120 1120 100 65 841 841 100 
99-50 128 1475 1030 69.8 127 1607 1109 69.0 
49-01 178 2085 478 22.9 151 1797 428 23.8 
0 212 1359 0 0 264 2116 0 0 
TOTAL 5ko 6039 2628 43.5 607 6361 2378 37.4 


for the 5-year period of 1953 through 1958 
show some very interesting trends: 

Table 5, major affiliated hospitals: The 
total number of hospitals has remained es- 
sentially unchanged. The total number of 
interns sought and the actual percentage 
matched have increased. The number of 
hospitals filling 50 per cent or more of their 
quotas has increased, and that of those 
filling 49 per cent or less has decreased. 


mained essentially unchanged, and that of 
those filling 49 per cent or less has decreased. 

Table 7, non-affiliated hospitals: There 
have been no striking changes in any of 
these figures over the 5-year span. 

Table 8, federal hospitals: Veterans 
Administration hospitals are not included 
here, because students apply to the individ- 
ual institutions rather than to this particular 
governmental service. As a consequence, 
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the Veterans Administration hospitals are 
distributed among the previous three group- 
ings. The only notable change in the gov- 
ernmental services is that the percentage 
of interns matched over the number sought 
has gone from 72.6 to 100. 
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Tables 9 through 12 show hospitals clas- 
sified according to monthly stipends offered, 
the number of interns sought and obtained, 
and the percentage of internships filled. Here 
again the figures for 1953 and 1958 show 
significant trends. 


TABLE 8 
FEDERAL SERVICES (VETERANS ADMINISTRATION EXCLUDED) 
1953 1958 
Quota INTERNS INTERNS 
SATURATION No Per cent No Per cent 
PERCENTAGE HOSPITALS Sought Matched matched HOSPITALS Sought Matched matched 
100 5 497 497 100 4 526 526 100 
99-50 1 40 20 50 
49-01 10 198 53 26.8 
0 3 50 0 0 
TOTAL 19 785 570 72.6 4 526 526 100 
TABLE 9 
HOSPITALS OFFERING STIPENDS FROM 0 TO 50 DOLLARS 
1953 1958 
Quota INTERNS INTERNS 
SATURATION No Per cent No Per cent 
PERCENTAGE HOSPITALS Sought Matched matched HOSPITALS Sought Matched matched 
100 27 475 475 100 14 394 394 100 
99-50 65 1795 1350 75.2 17 548 440 80.3 
49-01 41 934 276 29.6 6 140 56 40 
0 27 210 0 0 5 43 0 0 
TOTAL 160 3414 2101 61.5 42 1125 890 79.1 
TABLE 10 
HOSPITALS OFFERING STIPENDS OF FROM 51 TO 100 DOLLARS 
1953 1958 
QuoTA INTERNS INTERNS 
SATURATION No Per cent No. Per cent 
PERCENTAGE HOSPITALS Sought Matched matched HOSPITALS Sought Matched matched 
100 40 736 736 100 26 637 637 100 
99-50 59 940 647 68.8 42 1178 867 73.6 
49-01 107 1357 289 21.3 26 417 100 24 
0 118 802 0 0 59 577 0 0 
TOTAL 324 3835 1672 43.6 153 2809 1604 57.1 
TABLE 11 
HOSPITALS OFFERING STIPENDS OF FROM 101 TO 200 DOLLARS 
1953 1958 
Quota INTERNS INTERNS 
SATURATION No Per cent No. Per cent 
PERCENTAGE HOSPITALS Sought Matched matched HOSPITALS Sought Matched matched 
100 36 424 424 100 53 857 857 100 
99-50 74 871 614 70.5 107 1907 1427 74.8 
49-01 8&3 873 237 27.1 108 1410 350 24.8 
0 88 557 0 0 173 1310 0 0 
TOTAI 281 2725 1275 46.8 441 5484 2634 48.0 
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Table 9, hospitals offering less than 50 
dollars per month: The number of hos- 
pitals, for all levels of quota saturation, 
has dropped precipitously. The ‘number 
of interns sought and matched has also 
dropped throughout. On the other hand, 
the percentage of total interns matched over 
the number sought has increased. 

Table 10, hospitals offering between 51 
to 100 dollars per month: Here again the 
total number of hospitals for all levels of 
quota saturation has shown a sharp drop. 
Except for the quota saturation of from 
99 to 50 per cent, the number of interns 
sought at all levels has also dropped. But 
the total number of interns matched has 
remained essentially the same, and the per- 
centage of total interns matched over the 
number sought has increased. 

Table 11, hospitals offering between 101 


to 200 dollars per month: The number of ' 


hospitals at each saturation level has in- 
creased significantly. At all saturation levels 
the percentage of interns matched over the 
number sought has remained essentially 
unchanged. 

Table 12, hospitals offering more than 
201 dollars per month: The number of hos- 
pitals and the number of interns sought 
and matched all show a very marked in- 
crease. Yet the percentage of internships 
filled over the number offered remains about 
the same. 

Tables 13 through 16 show hospitals clas- 
sified according to quota size, the number 
of interns sought and obtained, and the 
percentage of internships filled. It should 
be noted that the data cover a 4 instead 
of a 5-year span (begins with 1954 instead 
of 1953). 

Table 13, hospitals with from one to 
nine interns: There has been a drop in 
_ the number of hospitals as well as in the 
number of interns sought at all quota sat- 
uration levels, but at each level the per- 
centage of the number of interns sought 
against the number matched remains es- 
sentially the same. 

Table 14, hospitals with from ten to 
nineteen interns: The number of hospitals 
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receiving 100 per cent of their quotas has 
dropped. For each of the levels below 100 
per cent, both the number of hospitals in- 
volved and the number of interns sought 
has increased, and yet the percentage of 
the number of interns sought against the 
number matched has remained essentially 
the same. 

Table 15, hospitals of from twenty to 
49 interns: The number of hospitals receiv- 
ing 50 per cent or more of their interns 
has increased, and that of those receiving 
49 per cent or less has decreased; but at 
all saturation levels the percentage of the 
number of interns sought against the num- 
ber matched has remained essentially the 
same. 

Table 16, hospitals with 50 or more in- 
terns: The number of hospitals involved 
here continues to be small, and none of 
the data for the 4year span shows any 
significant change. 

Thus, from the preceding three groups 
of data, it would appear: 

1. That the quota saturation percentage 
for theaffiliated hospitals has been increasing 
and is more favorable than that for the 
unaffiliated. 

2. That the federal services (Veterans 
Administration excluded) is enjoying 100 
per cent quota saturation. 

3. That, while more hospitals are offering 
higher stipends, the increasing high quota 
saturation for the low as compared with 
the high stipend hospitals shows that in- 
creasing numbers of graduates are attracted 
to an internship by factors other than 
stipend. 

4. That those hospitals with intern quo- 
tas of twenty or more are experiencing a 
much higher quota saturation than those 
with less. 

Finally, Table 17 shows the distribution 
of the students matched as between those 
hospitals affiliated with their own school 
of graduation, hospitals not affiliated with 
their school of graduation but in the same 
state, hospitals not in the state of gradua- 
tion, and the federal services (exclusive of 
the Veterans Administration). The informa- 


Quota 
SATURATION 
PERCENTAGE 

100 
99-50 
49-01 

0 
TOTAL 


Quota 
SATURATION 
PERCENTAGE 

100 
99-50 
49-01 

0 
TOTAL 


Quota 
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PERCENTAGE 


Quota 
SATURATION 
PERCENTAGE 


100 


TOTAL 


HOSPITALS OFFERING STIPENDS OF 201 OR MORE DOLLARS 


TABLE 12 


1953 
INTERNS 
No. Per cent No. 

HOSPITALS Sought Matched matched HOSPITALS Sought 
4 62 62 100 26 302 
5 39 27 69.2 62 828 
5 56 18 aa.8 43 504 
7 28 0 0 34 254 
21 185 107 57.8 165 1888 

TABLE 13 
NUMBER OF INTERNS SOUGHT, 1-9 
1954 
INTERNS 
No. Per cent No. 

HOSPITALS Sought Matched matched HOSPITALS Sought 
42 261 261 100 29 185 
58 385 258 67 56 370 
74 487 112 23 oft 445 

238 1322 0 0 193 1159 
412 2455 631 25.7 342 2159 
TABLE 14 
NUMBER OF INTERNS SOUGHT, 10-19 
1954 
INTERNS 
No. Per cent No. 

HOSPITALS Sought Matched matched HOSPITALS Sought 
69 926 926 100 56 795 
86 1111 788 70.9 107 1453 
88 1126 259 23 102 1358 
44 529 0 0 82 975 

287 3692 1973 53.4 347 4581 
TABLE 15 
NUMBER OF INTERNS SOUGHT, 20-49 
1954 
INTERNS 
No. Per cent No. 

HOSPITALS Sought Matched matched HOSPITALS Sought 
29 838 838 100 33 1009 
43 1287 1004 78 55 1648 
30 880 275 31.3 17 528 

2 40 0 0 3 91 
104 3045 2117 69.5 108 3276 
TABLE 16 
NUMBER OF INTERNS SOUGHT, 50 anp UP 
1954 
INTERNS 
No. Per cent No. 
HOSPITALS Sought Matched matched HOSPITALS Sought 
6 631 631 100 3 221 
10 839 668 79.6 12 1028 
1 67 31 46.3 3 167 
0 0 0 0 0 0 
17 1537 1330 86.5 18 1416 


1958 
INTERNS 


Matched 
302 
593 
136 

0 
1031 


1958 
INTERNS 


Matched 
185 


1958 
INTERNS 


Matched 


1958 
INTERNS 


Matched 
1009 
1292 


1958 
INTERNS 


Matched 
221 
781 

58 
0 
1060 


Per cent 
matched 


100 


Per cent 
matched 


Per cent 
matched 


Per cent 
matched 


100 


Per cent 
matched 


| 
SATURATION 
| | 
x 100 = 
bi 99-50 71.6 
49-01 27 
0 0 
TOTAL 54.6 
246 66.5 
101 22.7 
0 0 
532 24.6 
— | 
795 100 
1031 70.9 
347 25.6 
0 0 
2173 47.4 
| 
99-50 78.4 
49-01 142 26.9 
0 0 0 ‘ 
| TOTAL 2443 74.6 
|__| 100 
99-50 76 
49-01 34.7 
0 0 
74.9 
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tion really bemg sought here is the extent 
to which graduates tend to leave their own 
school’s hospitals and communities for in- 
ternship. Inspection of the table will reveal 
that, if the federal services are ignored, 
approximately one half of the graduates 
intern outside of the state in which their 
school of graduation is located, one fourth 
intern in the hospitals affiliated with their 
school of graduation, and the other fourth 
leave the hospitals of their school of gradua- 
tion but still remain in the state. 

Tables 18 and 19 show the breakdown 
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TABLE 17 


1958 DISTRIBUTION DATA: NUMBERS AND PERCENTAGES 
MATCHED: All SCHOOLS OF MEDICINE 


Hospitals AFFILI- 
ATED WITH SCHOOL 
OF GRADUATION 
Number Per cent 


1545 24.3 


U.S. Grap- 
UATES MATCHED 
FROM ALL MEDI- 

CAL SCHOOLS 


6347 


Number 
1399 


HosPITALS NOT AFFILIATED 
WITH SCHOOL OF GRADUA- 
TION BUT IN SAME STATE 

Per cent 


22.0 


HOSPITALS OUT-OF-STATE 
Number Per cent 


2885 45.4 


FEDERAL SERVICE 
Number 


518 


Per cent 
8.16 


TABLE 18 


1958 DISTRIBUTION DATA: NUMBERS AND PERCENTAGES MATCHED: 
GRADUATES OF Privately OWNED SCHOOLS OF MEDICINE 


U.S. Grap- 
UATES MATCHED FROM 
PRIVATELY OWNED 
MEDICAL SCHOOLS 


3451 


APFILIATED HOS- 
PITALS OF OWN 
MEDICAL SCHOOLS 
Number Per cent 


925 26.8 


Number 


651 


HOSPITALS IN SAME STATE 
BUT NOT AFFILIATED 
WITH OWN MEDICAL SCHOOL OUT-OF-STATE HOSPITALS 
Per cent 


FEDERAL SERVICE 
Number Per cent 


234 6.8 


Per cent 


47.6 


Number 


18.9 1641 


TABLE 19 


1958 DISTRIBUTION DATA: NUMBERS AND PERCENTAGES MATCHED: 
GRADUATES OF Publicly OWNED SCHOOLS OF MEDICINE 


Tora U.S. Grap- 
UATES MATCHED FROM 
PUBLICLY OWNED 
MEDICAL SCHOOLS 


2896 


AFFILIATED HOS- 

PITALS OF OWN 

MEDICAL SCHOOL 
Number Per cent 


620 21.4 


Number 
748 


of the above data as between graduates 
of publicly and privately owned schools. 
No striking difference between the two 
groups can be noted. 

From the vantage point of 7 years’ per- 
spective, it is indeed gratifying to witness 
the success of a complicated socio-economic 
experiment of this type. It is one that justi- 
fies itself not only in the name of important 
service but also in the name of research 
data that is leading to a better understand- 
ing of a very important aspect of medical 
education and service. 


HOSPITALS IN SAME STATE 
BUT NOT AFFILIATED 
WITH OWN MEDICAL SCHOOL 

Per cent 
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Number Per cent 
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Number Per cent 


284 9.8 


6. STALNAKER, J. M. The Matching Program 
for Intern Placement. J. M. Educ., 28:13-19, 
1953. 

. STALNAKER, J. M., and Sairn, E. C. The 
Third Year of Operation of the National 
Intern Matching Program. J. M. Educ., 29: 
32-39, 1954. 

" . A Report. The 1955 Matching Pro- 
gram. Ibid., 30:458-65, 1955. 

. Wess, N. C., Jr. 1959 Directory of Ap- 
proved Hospitals Participating in the Match- 
ing Program for Internship Appointments. 
Evanston, Illinois: National Intern Matching 
Program, 1959. 


MEDICAL EDUCATION FORUM 


Editorial 


IN THE CITY OF BROTHERLY LOVE 


Unfortunately, there is no one alive today who can compare the Ist Annual Meeting 
with the 69th Annual Meeting of the A.A.M.C. It would be interesting to hear such 
an individual describe the tremendous progress which has occurred since the first session 
of our Association. However, at Philadelphia opinions were frequently expressed concerning 
the growth and diversification of the Association, even during recent years. It seemed 
that the time had come when we felt the necessity of taking stock. The annual meeting 
has expanded from an intimate conference of medical school deans to a convention of 
medical educators. We have moved from the personal touch to a national or even inter- 
national touch. 

“Are we too big?” We think not, but we are undoubtedly suffering a few growing 
pains. The size of the registration for the annual meeting amply demonstrated the complex 
character of medical education today. One has only to look at the program of the recent 
meeting to appreciate the different groups and attitudes involved in medical education— 
1958 style. 

First, and properly so, there were the teachers who were represented by the speakers 
from the Teaching Institute. We enjoyed their reports, but we were impressed again 
with the difficulty which George Berry faces in trying to carry the spirit of the Institutes 
to the annual meeting. 

Second, the role of the University was represented by the panel of University Presidents. 
It was interesting and a bit disquieting to hear their voices raised in concern about some 
of the activities of medical schools. No one would question the great force that our Uni- 
versity affiliations represent in the advance of medical education or the need to ever 
strengthen our relations. Joseph Hinsey probably made the correct diagnosis when he 
pointed out that our success is the very reason why we are subject to some of the criticism 
from other elements of the University and from the Presidents. Whether we liked the 
criticisms or not, it was unquestionably healthy to have them expressed. We need a rela- 
tionship similar to that of the graduate school Deans in the Association of American 
Universities, but with broader representation. President J. L. Morrill’s theme of “unity 
in diversity” struck the proper note. 

Third, the important role of organized medicine was set forth by the President of 
the A.M.A. We hope that the sound working relationships that have developed between 
the A.M.A. and the A.A.M.C at the national level can be carried to localities where 
recurring conflagrations between medical societies and medical schools continue to plague us. 

Fourth, the administrators of the teaching hospitals had a part in the program. We 
believe that it is a good idea to have this group, which is an integral part of the operation 
of medical education, formally introduced into the activities of the A.A.M.C 

The 69th Annual Meeting represented an important milestone in the development 
of the A.A.M.C. Retiring President Lowell Coggeshall climaxed an eminent year of steward- 
ship by arranging a program which acknowledged the excellence of the past and presented 
a challenge for the future. 

Joun Z. Bowers, M.D. 
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Communications 


CURRENT MEDICAL EDUCATION IN JAPAN 
Cuauncey D. LEAKE 
The Ohio State University 
Columbus, Ohio 

A new pattern for Japanese medical education is evolving. Educational policies in 
the health professions in Japan are changing. Orientation is swinging from Germany 
to the United States. The educational programs of Japanese health professions are shifting 
from the rigid conventional outlooks and curricula characteristic of early 20th century 
German medicine to the more fluid and coordinated interests of current American medical 
efforts. This change involves American medical leaders in responsibilities beyond those 
concerned with the United States alone. Japanese medical practice will tend more and more 
to imitate that which develops in the United States, with all its professed idealism, keen 
practicality, and latent unionism. Nevertheless, there are certain aspects of Japanese 
medicine which may remain unique, since they are rooted in the personality traits of the 
Japanese people. 

Recently, Dr. Frank Berger of the Wallace Laboratories and I went to Japan to survey 
drug control there. The trip gave us an opportunity to visit many of the leading educational 
institutions concerned with the health professions and also to see something of the major 
drug manufacturing companies, as well as government laboratories and health control 
centers. Warm thanks are extended to our many Japanese colleagues who so generously 
and patiently gave pertinent information on current health conditions in Japan. Clearly, 
not more than general impressions can be made without long study and investigation. 
Nevertheless, the impressions which we received may aid in understanding and thus in 
helping to promote a greater degree of intellectual exchange in health affairs between 
the Japanese and ourselves, with resulting mutual benefit. 

The character of the Japanese people —Currently a traveler in Japan gets the impression 
that, in the face of severe economic anxiety, the Japanese people are cheerfully industrious. 
They are clean and healthy. They are proud and determined to get along. The psychological 
factors discussed so well by Dr. Ruth Benedict in her The Chrysanthemum and the Sword 
apparently still operate. The Japanese people seem to be self-reliant, and in their inherent 
dignity they seem to realize their individual responsibilities. In the face of increasing 
modern efficiency and ugliness, they retain a respect for the ancient beauties. There is 
a general high level of intelligence and intellectual interest. 

In health affairs the Japanese people seem to be remarkably sophisticated. This may 
be part of the general elementary and high school training. There is over-all good general 
public health and sanitary control. The individual Japanese people themselves seem to 
understand the basic principles of personal hygiene and sanitation. 

The health sophistication of the Japanese is well reflected in connection with their 
extensive self-medication. With close cooperation between drug manufacturing companies, 
university pharmacologists, and government officials, there is excellent over-all drug control, 
48 
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with little evidence of abuse. There is, for example, surprisingly little drug addiction and 
practically no alcoholism, although the consumption of alcoholic beverages is increasing. 

All types of drugs, except those which are agreed upon as “poisonous,” are freely avail- 
able for self-medication in the drug stores. These drug stores are well equipped with intelli- 
gent clerks, and the drugs are neatly packaged and labeled. The packages contain informa- 
tive material on the chemistry, pharmacology, and clinical use of the drugs. These drug 
stores exist in the small villages as well as in the large cities. Even drugs for parenteral 
use are freely available to the people for self-medication, and some of them apparently 
maintain immunity by self-inoculation and self-vaccination. They seem to understand 
the principles of aseptic technique. 

The Japanese people consult physicians in emergencies and in crises. There seems 
to be a program for systematic physical examination in the schools, but whether this extends 
to adults is not clear. There seems to be heavy attendance at the various clinics, but hos- 
pitalization is reserved for those who are critically sick or for those in emergency situations. 

While the clinics and hospitals are not pretentious in any physical sense, they seem 
to be adequate for the purposes for which they are built. Equipment is poor, and facilities 
generally are meager, but there appears to be a thoroughly adequate personnel, and the 
sick seem to be well cared for. There is, however, evidence of heavy emphasis on the 
prevention of disease and on the promotion of health. 

There appears to be much literature relating to health matters available to the general 
public. Rather sophisticated reports on scientific and clinical matters relating to health 
appear in magazines and newspapers, and the people (generally, in the larger cities, at 
least) seem to be well conversant with current advances in the health fields. There is close 
cooperation between the health professions, with respect to medicine, dentistry, pharmacy, 
nursing, veterinary medicine, and public health. 

The character of medical education.—There are 50 medical schools. The better ones are 
associated with the national universities and usually have the buildings near those for the 
related health professions. Characteristic are such relatively well organized nationally 
supported medical schools as those at the Universities of Tokyo, Osaka, Kyoto, Fukuoka, 
Tokuku, Nogai, and Hokkaido. There are a number of private medical schools, such as 
the Medical and Dental College in Tokyo and the Women’s Medical College in Tokyo. 
Several of the medical schools are supported by districts or municipalities. One of the 
outstanding private medical schools is Keio University Medical School in Tokyo. 

The medical schools usually admit about 80 students to the first year class, following 
3 years in college. Many of those who are admitted seem already to have a collegiate 
degree. About one applicant in 30 seems to be accepted. Entrance examinations are given 
for each school, as well as personal interviews. It is not known how many applicants 
apply to more than one school. 

There is an over-all 5 per cent attrition in the 5 years of the medical curriculum which 
includes an internship. The M.D. degree is granted after completion of the internship. 
Federal regulations are involved in internships, and the Minister of Welfare determines 
the number of interns assigned to various hospitals. Both the students and interns appear 
to be well supervised. 

There is a national examination for a license to practice medicine, which permits practice 
anywhere in Japan. Midwives are taught in medical schools by the medical faculty, and a 
course of instruction is 1 year. There are three-year courses for nursing students. Pharmacy 
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students are also taught by members of the medical faculty, as well as dental students. 
Also, medical students may be taught by members of the faculty of pharmacy, particularly 
in relation to drug products. While graduate instruction is available in public health, no 
degree is offered. The various medical auxiliary personnel, such as physical therapists, 
medical laboratory technologists, x-ray technicians, and occupational therapists, seem 
to be taught at a collegiate level in technical courses associated with the various uni- 
versities and teaching hospitals. 

The curriculum for medical training is gradually changing from the conventional 
German pattern of 50 years ago to the more fluid American program of today. There 
is heavy emphasis on anatomy, with some 400 hours devoted to gross and microscopic 
anatomy. Neuroanatomy is gradually becoming associated more closely with neurophys- 
iology. There is beginning to be more systematic instruction in genetics and cytology. 
Biochemistry is well developed and emphasized, but biophysics is just beginning to be 
taught. Microbiology is extensively developed, and there are excellently equipped labora- 
tories and institutes in this field. Here the German precisionistic influence is still keen, 
and the results remain impressive. 

Pharmacology is being rapidly extended, in accordance with the explosive advance 
in the field. Antibiotics, however, are taught as part of microbiology. Research on anti- 
biotics is conducted in the microbiology laboratories and in the institutes for infectious 
diseases. Pathology remains rather routine, with emphasis on post-mortem examination 
and cellular pathology. There is just beginning to appear some interest in dynamic and 
chemical pathology. 

In general the clinical instruction is based on internal medicine, general surgery, ob- 
stetrics and gynecology, and pediatrics. There seems to be growing interest in psychiatry. 
The clinical specialities are generally subservient to the major clinical fields. There is as 
yet no systematic specialty training. An effort is just getting under way to organize specialty 
boards for certification of residency training in the various specialities. 

Japanese medical texts are quite conventional. Most of the important American medical 
textbooks have been translated into Japanese and are available for the students. Most 
of the students seem to understand English, and may be able to read English medical 
material. Instruction, however, is chiefly in Japanese. Occasional lecturers and visitors may 
use English, and the staff and students seem able to follow the discussion. Some, indeed, 
participate. 

The medical school libraries vary considerably. Some are locked and show little evidence 
of use. In general, there are surprisingly full files of the standard German and English 
classic periodicals in medical sciences and clinical fields. There are marked gaps in the 
medical journals of other countries. American medical periodical literature is just beginning 
to come in. Some of the libraries are excellent and show evidence of extensive use. The 
Library of Keio University Medical School is being supported by the Rockefeller Founda- 
tion and is comparable to a fairly good medical school library in the United States. It 
contains 65,000 volumes. 

Many of the leading Japanese medical schools publish their own journals. Some of these 
are of long standing and high reputation. There are some 280 clinical medical journals pub- 
lished in Japanese. The majority of the medical science periodicals appear in English. 
Many have recently been inaugurated, such as the Japanese Journal of Physiology, Volume 
1 in 1950; the Japanese Journal of Pharmacology, Volume 1, 1951; the Japanese Journal 
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of General and A pplied Microbiology, Volume 1, 1954; and the Japanese Journal of Medical 
Science and Biology, Volume 1, 1947. 

Some of the Japanese medical schools have teaching museums and special laboratories 
for new types of research and teaching. At the University of Tokyo (where one enters 
through the famed “Red Gate’’) there is a good teaching museum, with much material 
on radiation injuries and an amazing collection of human tattooed skins. Here there 
is a new tissue culture laboratory. Here also there is developing use of teaching films. 

In the war bombing of Japanese cities, many of the medical school buildings and hospitals 
were severely injured. This occurred at the Keio University Medical School, but the 
Rockefeller Foundation has given funds for the erection of excellent new hospital and clinic 
buildings. The teaching hospital here accommodates 1500 patients. 

Laboratory instruction in the preclinical medical sciences is relatively perfunctory 
except in anatomy and microbiology. There simply isn’t adequate equipment for effective 
laboratory teaching in many of the other preclinical medical sciences. In the clinic years 
there is excellent bedside teaching. Amphitheater clinics are restricted to general demon- 
strations, and senior students and interns may participate as helpers in surgery. 

The examinations are severe, and under all the circumstances it is rather remarkable 
that the over-all attrition in the medical schools is only around 5 per cent. The annual 
number of graduates, which may vary between 350 and 400, seems to be satisfactory 
for the population. Fortunately, the population increase has been halted. The Japanese 
seem to have accepted birth control procedures, and appear to be using them successfully. 

Most of the preclinical laboratories in the medical schools have large numbers of keen 
and vigorous young graduate students. These are frequently crowded together, three or 
four in a small laboratory, but they work enthusiastically. Their teachers are generous with 
them and usually include them in the published contributions. Many of them are en- 
couraged to seek an opportunity to work in American laboratories, and most of them seem 
proud to enter an academic career of teaching and research in the basic medical sciences, 
even though the salaries are low. Fellowships are beginning to be offered by various drug 
manufacturers. Opportunities are also being made available in some of the excellent new 
research laboratories of the drug companies for graduate students from the medical schools. 

The graduate students in the preclinical sciences come with collegiate degrees. The train- 
ing for graduate degrees is a rigorous one and follows conventional German academic 
lines. It usually takes 4 years to obtain a Ph.D. degree. 

Industrial medical research.—The large drug manufacturing companies have good labora- 
tories. Some of them are extremely well equipped, with capable and large scientific staffs. 
The Takeda Pharmaceutical Industries, Inc., in Osaka has just completed a fine new re- 
search building with excellent animal quarters and the most modern equipment. It has a 
vigorous and effective staff. The library here is outstanding and is especially strong in 
historical material relating to old Asiatic medical practices. 

Most of the pharmaceutical manufacturing companies cooperate closely with the 
medical schools and arrange joint seminar sessions and other meetings. These are open to 
students, as well as to practicing physicians. 

The Japanese drug companies are beginning to cooperate with American firms. While 
there was much pirating of new products, the situation seems to be getting under more 
satisfactory mutual cooperation. Here, as in other aspects of Japanese medicine, there 
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seems to be real desire to cooperate, but the Japanese seem to be waiting for Americans 
to make the appropriate overtures. 

Postgraduate training.—The medical profession does not seem to be as well organized 
in Japan as in the United States, nor is it as influential. Local community medical societies 
arrange for scientific and clinical meetings at which reports are given and discussed. 
The medical schools are just beginning to organize postgraduate programs. Mostly these 
are short affairs, and there is no provision for credit or for the maintenance of systematic 
instruction. 

Advantage is taken of foreign medical visitors, and joint meetings are readily arranged 
between local medical societies and medical school faculties. These sessions are usually 
well attended, and there seems to be often protracted conversation and discussion. 

The faculty members of the Japanese medical schools are extremely courteous and 
kind. They are happy to show the details of their work and effort, and they seem to be 
very anxious to obtain suggestions and ideas. Most of them are badly in need of equipment, 
and all of them would be happy to receive copies of standard medical science journals in 
English. 

Summary.—Japanese medical education is gradually changing from the formal rigidity 
and departmentalization of German medical education of a few decades ago to the more 
fluid and coordinated medical training current in the United States. Postgraduate medical 
training is just beginning to get started. American medical educators have a great op- 
portunity and responsibility to aid. Whatever help can be given will really be appreciated. 


Addresses 


MEDICAL PRACTICE FROM ’58 TO ’78* 


Joun McK. Mitcuett, M.D.t 


A prudent builder should forecast 
How long the stuff is like to last. 
(Swift) 


It is my great privilege to have this opportunity to address the members of the Class of 
1958 of the Albany Medical College, their families and friends, and their faculty. Among the 
latter there are a number whom I know personally, and for whom I have the highest esteem. 

I have no illusions that you, members of the Class, are now feeling a sense of privilege 
equal to mine, for, unless you are far different from the students of my more immediate 
acquaintance, you have long ago decided that lectures are ‘for the birds.”’ Fear not on one 
score, however, because I am always mindful of the saying, ‘Good advice is something 
offered to young men by old men after they have gotten too old to set them a bad example.” 

Rather, it is my purpose today to talk about the future; first, to explore the expected 
changes in population in the United States, its number, age, and geographic distribution, 
and to examine what this portends in terms of medical practice. Next, to discuss what other 
factors, inside or outside of medicine itself, may materially influence its practice. And, 
finally, to attempt to bring these different elements into focus on the period during which 
you will be practicing medicine. 

In all of this, I will draw on a series of papers presented at the Congress on Medical Edu- 
cation in February, 1958, especially on that of Dr. Dudley Kirk of the Population Council, 
Inc., entitled “‘Population Characteristics and Trends and Their Implications in Medical 
Education” (2). Wherever population figures are quoted, they are Dr. Kirk’s. 

Certain facts about population changes in this country are matters of common knowl- 
edge, such as: 

1. Families are larger than they were 20-30 years ago. 

2. Not only are more children born today, but more survive. 

3. Not only do more people live to reach old age, but they live longer in old age. 

4. A great wave of immigrants came to this country in the early years of this century, but 
their number has now declined. 

5. As a result of all of the above factors, there has been a great increase in the total 
population of the country. (It doubled between 1905 and 1955.) 

6. During the depression years, the birth rate was very low. 

7. The great wave of new babies after 1940 has inundated the schools and high schools, 
has reached the colleges, and will soon be felt in the professional schools. 


* Commencement address, Albany Medical College, May 28, 1958. 
+ Dean, School of Medicine, University of Pennsylvania. 
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8. Many people have been moving from the farms and small towns to the cities and their 
environs. 

9. At the same time, people have been moving from the cities proper into the suburbs 
which, with new expressways and high-speed transit lines, have extended farther and farther 
into the surrounding countryside. 

10. Many Negroes have moved from the South to the North and the West. 

11. The West Coast and Florida have been growing rapidly. 

Dr. Kirk referred to some of the above well known developments in his paper, added a 
number of less well understood features, and made some predictions. I paraphrase rather 
than quote: 

1. “Barring catastrophe,” the total population will continue to show a great increase, at 
a conservative estimate reaching 221,000,000 by 1975, an increase of 56,000,000 over 1955. 

2. Assuming no drastic change in the economy of the nation, the “baby boom” will con- 
tinue. 

3. The years of low birth rate ran from 1925 to 1940. As a result, there are today a rela- 
tively small number of young adults in the 18-33-year age group. 

4. The number and proportion of our older people will continue to increase steadily and 
surely. 

5. Geographic population redistribution will continue, the greatest gains being in the 
West, Southwest, and Florida, with some areas of rapid growth around the big cities in the 
East. ““The Census Bureau estimates that by 197£ two-thirds of our people will live in the 
metropolitan areas, and, of these, the greater part will then be residing outside the central 
cities.” 

Let us now turn our attention to other factors, also matters of common knowledge, that 
have already materially affected medical practice or may do so in the future. 

1. The development of antibiotics and new chemotherapeutic drugs has revolutionized 
medical practice. Their widespread and often indiscriminate use, however, has produced a 
new set of problems in the sensitization of patients and the appearance of resistant strains 
of pathogenic organisms. 

2. Better sanitation and feeding and the success of immunization programs have saved 
the lives of many babies and reduced illness in childhood. 

3. Cancer and heart disease have become the great killers in old age, and they, along 
with mental disease, also produce the greatest amount of sickness in old age. 

4. Mental illness, occurring at all ages, has become the No. I medical care problem. 

5. Automobile accidents have become an important factor in the production of illness. 

6. Voluntary health insurance and other factors have greatly increased the use of hos- 
pitals. 

7. The number of admissions to the “public wards” of both private and public hospitals, 
for the care of acute illness, has decreased markedly. This is necessitating changes in the 
traditional methods of medical education at both the medical school and graduate level. It 
is producing a serious problem in residency training in general surgery and the surgical 
specialties, since it deprives our future surgeons of what has been, in the past, the great 
training ground for the development of operative skill and judgment. 

8. Medical care plans of industrial, labor union or other origin, are gradually growing in 
size and popularity and may well outstrip ad hoc financing of illness, except among the more 
wealthy elements of the population. 
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9. Areas of relatively high income and more education utilize much more medical care 
than their numbers alone would indicate. 

10. The percentage of physicians in specialty practice continues to rise. 

11. The number and proportion of physicians who practice in groups or under institu- 
tional or medical care plans, as opposed to solo practice, are constantly increasing. 

Thus, I have outlined two types of factors that, in foto, have had or will have a profound 
effect on the practice of medicine. One type is related to past and future changes in popula- 
tion and the other to a variety of developments in economics, organization, and medical 
science. Now I would like to explore with you how these matters may affect certain special- 
ties and, hence, your possible choice of one of them, the place where you will choose to prac- 
tice, and the plan under which you will work. In doing this, we should not concentrate solely 
on the immediate future but should also look ahead about 20 years when you will reach the 
peak period of your professional career. 

General practice.—There is no question that the relative number of general practitioners 
has declined sharply during the past half century. The reasons for this, however, do not 
seem to rest heavily on any of the matters just discussed. 

General Practice and Rural Practice are not synonymous, but there is much in General 
Practice that lends itself best to the rural situation. The improvement in availability and 
nature of hospital facilities in rural and semi-rural areas, largely through the stimulus of the 
Hill-Burton Act, is a great boon to general practitioners in those places, and may prove to 
be a determining factor in the choice of general practice by many new graduates. 

The recrudescence of interest in the patient as a person, and the realization of the short- 
comings of many specialists here, should favor General Practice. On the other hand, one of 
the virtues attributed to the general practitioner has always been his lifelong association 
with the patient and his family which, supposedly, gives him complete knowledge of the 
family history, and of economic, environmental, social, and emotiong! factors in their rela- 
tion to illness. Yet, Dr. Kirk’s statement that 20 per cent of the population changes resi- 
dence each year automatically reduces this advantage. 

How important the recent powerful organization of general practitioners may be in at- 
tracting new graduates into the field is an open question. 

Pediatrics.—-Probably the closest of the recognized specialties to General Practice is that 
of Pediatrics which, in many instances, consists of General Practice within an age group. 
Improved sanitation, more general knowledge of proper infant feeding, the success of im- 
munization programs, and the use of antibiotics have wrought great changes in pediatric 
practice. Always the most preventive medicine-minded of practitioners, the pediatrician is 
becoming even more so and nurturing his interest in growth and development, both physical 
and emotional. 

With a continued baby boom there will be plenty of need for more pediatricians, espe- 
cially in smaller and ex-urban communities not now supplied locally. 

When a pediatrician receives as a patient and cares successfully for a newborn infant, he 
is almost guaranteed an average of two new patients, either immediately or within a few 
years, i.e., the other infants and children in the family. Further, very young people, like very 
old people, need much more medical care than do other age groups. 

The pediatrician is also moving to fill the medical care gap existing in that morass of 
extraordinarily rapid physical growth, of immense appetite for food, fight, and frolic, of 
internal struggle between childishness and maturity, of external strife between child and 
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parent, known as adolescence. No age group has been so neglected by medicine as this one; 
none is less well understood and less well handled. It has, in the past, fallen between Pedi- 
atrics and Internal Medicine, between the child psychiatrist and the adult psychiatrist. 
The field is open; there is much to be done. 

Internal medicine.—In view of the constantly increasing number and proportion of older 
people in the population, Geriatrics plays a conrespondingly important role in the practice of 
Internal Medicine. 

You will recall that there are today a relatively small number of young adults between 18 
and 33 years of age, owing to the low birth rate of the depression years. Accordingly, there 
will be a period starting, roughly, 40 years from now during which there will be a recession 
in geriatric practice. 

In recent years the burdens of the internist have been greatly lessened by the subsidence 
of two of the common diseases of yesteryear, tuberculosis and syphilis. Although the success 
of antibiotics has lessened the load too, these drugs have no effect on the two great illnesses 
of later life, cancer and heart disease. Penicillin may, however, reduce the incidence of 
rheumatic heart disease through its prophylactic effect on rheumatic fever. Neither do the 
antibiotics play a significant role in a number of other chronic ailments such as arthritis, 
diabetes, gastro-intestinal and endocrine dysfunction. 

What is going to happen? Will more and more internists confine their work to such sub- 
specialties as Cardiology, Gastroenterology, and Hematology, or will there be a smaller 
number of even more highly trained specialists in the medical subspecialties and a separate 
and larger group of internists who will be, in essence, general practitioners, excluding Sur- 
gery, Obstetrics, and Pediatrics? At present there is some movement in both directions with 
no decisive trend visible. 

General surgery.—In referring to the position of general surgery vis-a-vis the surgical 
specialties, Harvey Cushing (1) once said, “The surgical specialties should represent merely 
grafts on the parent stem, for in their cultivation as separate plants they may cease to 
blossom and bear fruit.” 

Certainly today the general surgeon is firmly entrenched as the key figure in surgical 
specialty practice. The amazing increase in the number and variety of conditions aided by 
surgical intervention has created many new reservoirs of patients. Changes in characteris- 
tics of population have less effect in surgery than in other specialties, since surgery reaches 
into all age groups. 

Surgery is in the most favorable situation in insurance and medical care plans. The anti- 
biotics have made operations safer, hence more of them are possible. Indeed, it seems that 
the only development that might affect surgery deleteriously is a cancer cure. Even that 
might leave a large number of patients in whom the basic lesion would still require operative 
intervention. 

Obstetrics.—Obstetricians, like pediatricians, seem destined to be in great demand as long 
as the birth rate remains at or near the present level. There will probably be a temporary 
decline in the number of births in the next few years due to the diminished supply of young 
adults now in the 18-33-year age group. However, this will probably soon be overcome by 
the yearly increase of those born since 1940 for, as Dr. Kirk tells us, “Today the average 
American woman is married before she reaches voting age, has her first child at age 22 and 
her last at age 26.” 

Psychiatry.—It is trite to say that in recent years mental illness has increased at an 
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alarming rate. By some this is taken to indicate some mysterious, unexplained deterioration 
in the nervous and mental stamina of people. By others it is attributed to the increased 
complexity and stress of modern living. Less often recalled is the concomitant increase in the 
concern of people for their health, both physical and mental, and in the sequential attention 
devoted to them by physicians. With this has come both a re-labeling and a new attitude 
toward many conditions once simply accepted as part of life. Thus, the “town drunk”’ has 
become an “alcoholic” and is looked upon, quite properly, as a sick man. The “half wit” is 
no longer tucked away on a farm or kept mostly indoors in a house on a back street, but is 
institutionalized. 

While no one should deny the seriousness of the present wave of teen-age crimes, at the 
same time it should be realized that many of the escapades of ‘‘the crowd”’ of exuberant and 
otherwise unoccupied young bucks, formerly dismissed with a “boys will be boys,” today 
are widely publicized as the acts of a “gang” of “juvenile delinquents.” 

Fifty years ago, who ever thought of consulting a doctor because porch-size Nancy 
“sucks her thumb” or yard-size Bill “bites his playmates” or school-age Jerry has “temper 
tantrums.”’ Viewed thus, one becomes less concerned at the statistical increase in mental 
illness. 

Whether or not there has been an actual increase in mental illness may be argued, but 
there can be no disagreement with the statement that many more people than in the past are 
now under treatment for mental conditions both in and out of hospitals. 

There will almost unquestionably be an increasing demand for physicians with under- 
standing and skill in handling the manifold problems of mental health and their physical 
manifestations. The problem before us today is, therefore, not one of the need, for that is 
obvious, but of how the need is to be met, for met it must be. It seems to me unlikely that 
the specialty of Psychiatry, as now constituted, with its long course of training, can possibly 
meet the demands alone. 

This is the more true because so many of those now training in the field are preoccupied 
with psychoanalysis which, by its very nature, is capable of handling only a thimbleful of 
patients when we are faced by an avalanche. 

Two possibilities present themselves. Psychiatry may become an even more highly spe- 
cialized form of practice than it is today, caring only for the more serious illnesses. Mean- 
while, other groups, especially general practitioners, internists, and pediatricians with aug- 
mented training, would take over the care of milder cases. Or, psychiatry may expand like 
medicine as a whole, and produce a large group of physicians prepared to handle the less 
serious disorders and to practice preventive psychiatry—to be, in other words, the general 
practitioners of psychiatry. 

In addition, there might develop subspecialty groups trained explicitly to care for certain 
types of psychiatric disorders, as internists now subdivide into gastroenterologists and 
cardiologists. In the latter instance, we may possibly see curricula so planned that those 
preparing for psychiatry may take a different medical school course from those entering 
other specialties. The possibility of the development of separate schools for psychiatrists has 
even been raised by Kubie (3). 

T already hear the muttering thunder of rejoinder from the basic medical scientists insist- 
ing that the psychiatrist, above all others, needs thorough indoctrination in scientific meth- 
od. But must the clinical psychiatrist have the same courses in anatomy, biochemistry, and 
microbiology that are now required of all medical students? Would it not be possible to 
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design courses suitable to his needs, so that he could have much more psychology and 
sociology than it is possible to schedule in the present medical curriculum? 

There are a number of obvious disadvantages to either of the above arrangements, but in 
the face of the stark necessity of producing more physicians trained to handle mental illness, 
they should be weighed against the alternative of having clinical psychologists, social 
workers, and non-medically trained psychoanalysts take over a large share of the treatment 
of patients with mental disease. 

There will be no lack of opportunity for the well trained psychiatrist in the future. It is 
my hope, however, that those of you who are attracted to that specialty will enter it with a 
broad concern for its development along lines that will help medicine to meet the stupen- 
dous problems that face us, and not because of the gleam of a Cadillac that it brings to your 
eye. 

The organ-system speciallies.—Time does not permit a separate analysis of each of the 
recognized medical specialties. In general, it seems that the organ-system specialties are 
likely to remain relatively small, highly specialized groups, confined chiefly to the larger 
medical centers. They may, indeed, decrease in size as more of their work is taken over by 
general practitioners, internists, pediatricians, and general surgeons. There are, of course, 
exceptions to this generalization, among them orthopedic surgery. 

While children’s orthopedics has lessened markedly with the subsidence of osteomyelitis 
and the recent inroads on poliomyelitis, there remains the automobile accident. Unless and 
until we can teach people more driving caution, it appears likely to remain a source of much 
operative work for orthopedist and general surgeon. 

Other.—In general, it seems possible that medicine may develop along two lines, as sug- 
gested by Parsons (4): family practice and occupational practice, that will cut across the 
traditional division by specialties. This could result in a regional redistribution of physi- 
cians. Thus, most general practitioners, pediatricians, obstetricians and gynecologists, a 
proportionate share of internists, general surgeons, and appropriate supporting specialists 
would settle in the family home areas surrounding the cities and in semi-rural and rural 
regions. In these areas there would develop hospital and clinic facilities suitable for the care 
of the great bulk of illnesses occurring in families. 

These changes would be detrimental to the big mid-city medical centers which would, 
perforce, turn their attention increasingly to occupational medicine. The centers might 
stem the tide for a number of years if expressways and rapid transit lines run close to their 
doors and if they are able to provide suitable parking facilities. They would remain the 
location of choice for many highly specialized procedures. 

The migration of physicians and hospitals to the suburbs has indeed been taking place for 
a number of years, and, in at least one case, a medical school, Leland Stanford, is following 
suit by moving its entire plant from the center of San Francisco to suburban Palo Alto, 
some 20 miles away. 

If I did not know so well that the senior medical student is a confirmed skeptic who de- 
mands that every statement be documented, I might be more inclined to warn you against a 
too personal application of what I have said. Also, I am sure that you have had a good 
course in statistics and know what can be done with figures no matter how carefully re- 
corded, and that I have selected those that I wanted to use. I might, for example, have told 
you that the Statistical Abstract of the United States, as reported in an article entitled 
“Spouse Leak,” in the New Yorker, shows that in 1950 there were 23,079 more married 
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men than married women in the state of California. Meanwhile, in your own state of New 
York, there was an excess of 43,098 married women. Tell me, then, in which state should an 
unmarried female gynecologist start her practice. 

More seriously, now, I would suggest that you put more constructive study into your 
choice of a specialty than I suspect some of you did into the selection of an internship. The 
fact that Uncle Bill spent 2 years in a hospital 20 years ago and says it was excellent, or that 
Joe Zzyypp was there 3 years ago and says the food was good, is not a very sound method of 
choice. Immediately less reprehensible, but far more serious because it predetermines your 
whole career, is the choice of a residency because Dr. Veryable has a good opening in 
Xanthomatology in the University Hospital. 

With apologies to Jonathan Swift, I might change my opening quotation to read: 

A prudent doctor should forecast 
How long his work is like to last. 
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ADDRESS TO THE 1958 GRADUATING CLASS 
GEORGE WASHINGTON UNIVERSITY SCHOOL OF MEDICINE 


HAROLD STEVENS, Pa.D., M.D.* 


It has been a rewarding and satisfying experience to have shared our many hours to- 
gether and to have watched and participated in your growth. We, the faculty, are saddened 
by this parting but proud and confident that our efforts as teachers have come to full 
fruition. It is not our hope that you will imitate or even emulate us, but rather that you 
will utilize the principles we gave you to surpass us. I know you will never forget the debt 
you owe, not only to your faculty but to the many generations of physicians and scientists 
that preceded all of us. Whatever heights of professional accomplishment you scale, always 
remember with humility that you stood on the shoulders of a giant. 

To you, the friends and family of the new doctors, I wish to welcome you to an elite 
circle in which you now have a lifetime membership. The dues, for which you will get a 
receipt tomorrow, are no longer as onerous as they were in the last four years, but the 
other obligations have increased. 

It is now your special duty to preserve and to enhance the effectiveness of the doctor. 
This is a heavy charge. The new doctor or old one, for that matter, is often not easy to live 
with, and your role is a complex and responsible one. At times his antics may perplex you. 
His moods, subject to change without notice, will baffle you. His preoccupation will isolate 
him from you. His demands may appear unreasonable and capricious. At times you may 
become critical of a medical education that did not prepare him emotionally for the exacting 
life of service. You may be right. We, the faculty, have labored diligently to equip our 
graduates, but medical school is only part and merely the beginning of his education. This 
truly is a commencement exercise, for now another phase of ceaseless learning begins. And 
now, except for you, he is on his own. 

In a short time he will walk into the ward of a hospital where he will be confronted with 
trying problems and, at times, equally trying people. Is he emotionally prepared to make 
incisive and sound decisions of far reaching consequences to the precious lives of his 
patients? Will he recognize, and how will he handle, his inevitable anxiety? With the pas- 
sage of time and with experience the doctor acquires, by slow and painful accretion, a 
protective patina of professional maturity. But experience is costly; in fact, experience is 
just another name for our mistakes, and no doctor of any age is ever free of the gnawing 
self-reproach for the errors of judgment that none can escape. This source of anxiety cannot 
be avoided. It is a built-in occupational hazard. The really crucial and compelling ques- 
tions are: Will he recognize his anxiety, and how will he handle it? On the answers to these 
simple questions rests the momentous issue of the doctor’s effectiveness. How have others 
fared before him? Usually creditably well, but too often the young anxiety-ridden doctor, 
in his blind despair, lapses into one of two tactics of self-defense that dangerously distorts 
his judgment. In one, the young doctor confronted with a vexatious threatening problem 
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may be overwhelmed by a sense of helplessness and panic. Because he can’t reproduce the 
logic and learning of his teachers or of the textbooks, he finds himself wanting. His self- 
esteem and morale are shattered. Self-doubt paralyzes his mind. This self-assaultive reac- 
tion to anxiety follows because he expects too much of himself, because he has an over- 
idealized image of what he should be, of what others expect of him, of his role as a beginning 
physician. 

This unrealistic, inordinate, self-generated demand for perfection not only impairs his 
judgment but distorts his relationship with his patient, to whom the doctor’s anxiety and 
uncertainty will promptly radiate either through verbal or nonverbal communication. The 
doctor afflicted with this self-assaultive reaction to duress is ineffectual because he is 
inaccessible to the obvious truth that his professional growth can be nurtured only by time 
and by a consecutive series of experiences in meeting, facing, and solving problems. Only 
by benefiting from the inevitable mistakes and by assimilating his experiences with equa- 
nimity is he made wiser and more effective to help his future patients. Usually, he struggles 
through the ordeal, shaken, but in the long run this trial by fire gradually strengthens the 
fabric of his self-esteem. 

In contrast, the second technique for coping with anxiety is quite likely to congeal into 
a fixed role. Also, it is more common and more subtle. This second reaction is characterized 
by the development of feelings of omniscience. It subverts the doctor into a swaggering, 
tedious, egocentric caricature. He becomes insensitive to others, often is pompous, humor- 
less, and arrogant, as if to shout down his own inadequacies. He is lacking in humility, 
opinionated, and subject to paroxysmal pontifications. But the pathognomonic sign of this 
common occupational stereotype is the feeling of omniscience. Moses Maimomides, in the 
twelfth century, recognized the importance and general extent of this phenomenon. He 
stated... “the soul is subject to health and disease just as is the body. The health and 
disease of both depend upon the beliefs and customs which are peculiar to mankind. . . . 
Within the sum total of diseases there is one which is widespread and from which men 
rarely escape. This varies in degree in different men, just as all bodily diseases vary... . 
I refer to this: that every person thinks his mind more clever and more learned than 

If the epidemiology of feelings of omniscience in doctors were investigated it would be 
found to be of high incidence, of varying degrees, but most common and conspicuous in the 
emotionally impoverished. This universal temptation to play God threatens all physicians 
and may vitiate their effectiveness. The new doctor is particularly vulnerable. 

This inclination to play God is given further impetus by a great many patients who, 
because of their own intrinsic dependency, impute God-like powers to the doctor. They 
eagerly look to some one authoritative figure in a child-like manner, hoping to divest them- 
selves of adult responsibility and to accept his words and ministrations as if they were 
divine magic. This tendency to abdicate adult roles and responsibilities is potent and wide- 
spread and probably underlies the strength of totalitarian states that offer to trade indi- 
viduality and self-sufficiency for a feeling of security and dependence. A further bonus is 
offered of basking in the glory and identifying with the leader. 

It should be emphasized that in all patients, regardless of their emotional equipment, 
there is the realization that because they are sick they need help. The average patient con- 
cedes that his former self-sufficiency is currently and temporarily in abeyance. He under- 
standably looks to the support of the doctor to restore him quickly to his former level of 
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health and proficiency. The temporary regression by the patient to a state of dependency 
should be recognized by the doctor as the usual and natural response to the duress, in- 
capacity, and threat occasioned by the illness. In fact, the patient’s capacity to appeal 
openly for help is a manifestation not of weakness but of strength that can be channelized 
by the physician into a collaborative effort that will speed the convalescence. The patient’s 
frank admission of dependency should not incite you as physicians to revel in fantasies of 
omniscience, nor motivate you to parade your imagined superiority. In the Talmud the 
pointed question is asked—“‘Why was man created on Friday?”’ The answer follows, ‘so 
that if he becomes overbearing one can say to him—the gnat was created before you.” 

How, then, can the new doctor detect these subtle forces and deflate these feelings of 
omniscience? The obvious and ancient answer is “Know thyself.”” But from where does 
one learn about the self; about one’s interactions with others? How does the new doctor 
gain this 20/20 insight? There are at least three avenues of self-understanding: first, 
through study of the social sciences; second, through reality checks which the family unit 
provide; third, through development of spiritual and ethical values. 

The doctor as a scientist would naturally seek some light from the social sciences: soci- 
ology, anthropology, psychology, and indeed by diligent application he can learn much 
from the data of these disciplines. The utilitarian value of the social sciences in broadening 
the physician’s limited scope deserves more consideration than the crowded medical school 
curriculum has given it. The very heart of the practice of medicine is knowing and dealing 
with people in relationship to yourself and to the community. 

It must be admitted that the doctor’s specialized and necessarily narrow background of 
knowledge makes it difficult to assimilate the special idiom of the social sciences. But 
knowledge of human relations is a professional imperative, and, unless you dedicate your- 
self to understanding human behavior, you will never rise above mediocrity. This means a 
systematic program of life-long reading in a field that is evolving as fast as physical science, 
and with a specialized language that changes and enlarges just as fast. This means further 
sacrifice of your meager leisure time. You must decide early in your career either to allocate 
time for intellectual growth or sit back and live off of principal. This is the doctors’ 
dilemma. 

The second avenue through which the young physician can fulfill the admonition “Know 
thyself” is through reality checks. These are provided particularly by his interactions with 
his family and intimate friends. You who are seated here tonight serve as the mirror in 
which each sees himself reflected. Our self-evaluation is determined, to a large extent, by the 
way other people react to us. We gradually learn to see ourselves as others see us and to 
evaluate ourselves accordingly. Thus, the doctor’s family can serve as a stable point of 
reference, as a reality check that can keep him earthbound when soaring flights into fantasy 
of omniscience tempt him. The unique opportunity for ego-gratification and for social 
approbation offered by the practice of medicine may drive the doctor to assume roles that 
he may relinquish only after painful and devastating personal experience. But your family 
will often clearly see the truth and keep you regularly and unmistakably informed—par- 
ticularly your wife and children, who will offer unsolicited observations often in vivid and 
graphic language. The sustained reality check provided by your family unit can, after many 
years and many changes of role, ease you solidly and comfortably into a stabilized and 
realistic role. Should this corrective experience occur, you then will know yourself, your 
resources, your limitations. You will recognize the hidden manifestations of anxiety and 
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thus can effectively handle the complex patient-doctor relationship. Most important, your 
self-esteem will be preserved and you will not be motivated to use your patients as a foil 
for blind insatiable hunger for ego-gratification. Sincere humility will replace the feeling 
of omniscience, and energy expended wastefully to maintain false roles can be diverted 
to constructive ends. In the words of the great Galilean physician, “You shall know the 
truth and the truth shall make you free.” 

With a clear 20/20 conception of self the doctor is emancipated from the subtle and 
often tyrannical forces which drive him to erect defensive facades. Free of such pseudo- 
strength, he can deal fairly, sympathetically, and realistically with his patients. And once 
the doctor recognizes the protean patterns of anxiety in himself, he then can perceive and 
manage it in his patients. Further, he can handle the frequently encountered expressions of 
hostility. 

Recently, I was asked to examine a boy of 10 because he had been limping for a year. 
After the neurological examination I sent the child from the room and as gently as possible 
informed the parents that the child had progressive muscular dystrophy. Their reaction 
was unbridled hostility toward me. Who did I think I was, giving them such a sinister 
diagnosis? Hadn’t they taken the child to other physicians who said he would grow out of 
it, etc? Their castigation was relentless, and it was apparent that nothing but further 
aggravation of the anxiety of the distraught parents could be gained by argument or by 
launching into a defense of my reasoning or by enumerating my professional qualifications. 

The temptation to “tell off” such people is quickly neutralized by recognizing that hos- 
tility is the common face of anxiety and by telling yourself that “My reputation will 
neither stand nor fall on their opinions.” This silent incantation can be useful many times 
in many ways and should be kept handy—for example, when the young physician’s self- 
esteem is threatened by the sharp criticism of an older colleague whose own power opera- 
tions include regular derogation of his younger fellow physicians. Under such conditions it 
may be helpful to recite the above litany. And remember, never aspire to have everyone 
like you. Only the young child has a valid need to feel that everyone likes him. An adult 
well may be as proud of his enemies as he is of his friends, and an adult who likes himself 
only when someone smiles upon him is an adult in trouble. The compulsive pursuit of uni- 
versal acceptance and approbation is strictly from emotional hunger. The great physician, 
Luke, reiterated, “Woe unto you when all men shall speak well of you.” 

The doctor with insight and with mature emotional and intellectual resources will be 
protected in large part against the ever present desire to be omniscient. 

The third approach to fulfilling the need to ‘Know thyself” is through the development 
and deepening of spiritual values. The medical school graduate enamored with science, 
mechanistically oriented, empowered with knowledge and authority, and equipped with 
potent remedies, may see no need for divine assistance. But one of the greatest deterrents 
against playing God is the recognition that the job has already been filled. Not all young 
physicians acknowledge existence of a superior being and force. This is paradoxical, since in 
his daily life spiritual forces are constantly manifest. With maturity, this awareness 
evolves, particularly if a crisis or if adversity erupts in the physician’s personal life. Still, 
many physicians fail to recognize the hand of God until they feel the back of it 

In parting, let us remember our debt to the many great and dedicated physicians who 
prepared the way and left this magnificent tradition of medicine for all of us. Remember 
that your education is only beginning. Remember that yours is a life of service and that the 
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finest gift is to give of yourself. To think logically and act rationally, try to perceive, com- 
prehend, and control the subtle but powerful forces that reside within the self, motivate 
and color all our social intercourse. Acquaint yourself with the social sciences, for the prac- 
tice of medicine is a branch of social science; and even with its limitations your personal 
and professional lives will be enriched by the knowledge of man as a social animal. Alexan- 
der Pope said it better: ‘““Know then thyself. Presume not God to scan. The proper study of 
mankind is man.” 

Look to your family and friends for the necessary insight into yourself and seek reward- 
ing experience beyond your professional life, so that the need to exploit your patients for 
ego-gratification will be minimized and the need to play God will be removed. 

Avoid sham and pretense. Know what you are, and be what you are. And remember it 
is expected of you only to be just, love mercy, and walk humbly with your God. 


ABSTRACTS FROM THE WORLD 
OF MEDICAL EDUCATION 


A New Program 


The sweep of experimentation in medical education circles the globe. Significant develop- 
ments are in progress in many countries, and these developments have international sig- 
nificance. The Editorial Board has felt for some time that there should be a program 
to gather material on developments in medical education from around the world. Plans 
were crystallized at their meeting on October 12, 1958, and in this number of the journal 
there appears a new section “Abstracts from the World of Medical Education.” It is our 


intention to abstract significant articles on medical education. This development is another 


step in recognition of the fact that, as the only journal exclusively devoted to problems 
of medical education, we have an international responsibility. 


The Education of the Scientist. Str Eric 
James. British Medical Journal, pp. 575-76 
(Sept. 6), 1958. 


The spectacular growth of knowledge during 
the last half century has created many difficul- 
ties for the educator. Although at its deepest 
level the task of education has remained the 
same—to produce rational and civilized human 
beings—the meaning of civilization has broad- 
ened, and it has become the educator’s obliga- 
tion to produce more and more individuals able 
to reach the frontiers of knowledge, while with 
every year these frontiers are becoming more 
remote. After such background observations, 
Sir Eric James, High Master of Manchester 
Grammar School, examines the two main as- 
pects of the education of a scientist: his educa- 
tion in science and his general education. As to 
the first part, he thinks that real progress can be 
claimed in his country in both quality and 
quantity of science teaching. Science is now 
part of the education of almost every normal 
child from the age of 11 on. It is pointed out, 
however, that :ndc- the prevailing British 
School system chila “:: often have to decide too 
early whether they wish to specialize in science, 
and no aspect of education is today more 
criticized in England than the so-called “sixth 
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form specialization.” The author feels also that 
there is still much need for improvement in the 
methods and content of science teaching on the 
pre-university level. Courses, he suggests, 
should be pruned of much useless factual ma- 
terial, and the approach to science should be 
based much more on an attitude of research 
rather than on the passive absorption of facts. 
As to the general education, he recalls that 
“stock figure of educational mythology,” the 
narrow and uneducated scientist with no view 
beyond the limits of his special field. He warns, 
however, against the danger of considering sci- 
ence in itself as narrowing. Science, he says, 
must always be regarded as one of the greatest 
channels by which human spirit may be en- 
riched, although it must be admitted that the 
general education of the scientist is more im- 
portant than the education of the arts man in 
science. The question is how to modify the 
specialized education of our scientists so that 
we may produce full personalities. One method 
is to insist that scientists should study some 
subjects unrelated to their interests. But the 
mere fact that a subject is not scientific does not 
guarantee its broadening effect. Serious thought 
must be devoted to the content of our non- 
specialist studies, and the educator must ask 
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himself continuously whether study at this 
level will help science specialists to a fuller view 
of life or to more secure judgments. There are 
also those who believe that the humanization 
of the scientist can be achieved through courses 
in history and philosophy of science itself. This, 
in the author’s view, would require unusually 
gifted teachers and pupils. For him, there is no 
doubt that we must look to “outside subjects” 
to humanize our scientists, but that they must 
be chosen with a vision of what they may be 
expected to achieve and taught by people 
interested in that particular task. The aim must 
be stimulus rather than instruction. In this con- 
nection the author reminds us also of the need 
of rediscovering, both in schools and universi- 
ties, the part played by leisure in education and 
warns against the danger of so filling the stu- 
dents’ lives not only with specialist studies and 
over-frequent examinations, but also with gen- 
eral education and social activities, that they 
may never have time to read or talk or even 
simply to think what it is all about. 


Galen in China. DoNALD GouLp. The 
Lancet, 2:633-35 (Sept. 20), 1958 (London). 


In this paper the author, a professor of 
Physiology at the Univ. of Malaya, reports on 
his experiences during a visit to China in 1955. 
What most impressed and disturbed him there 
in the field of medicine was the costly, strong 
official drive to boost traditional remedies and 
practices which clearly seemed to obey political 
rather than scientific reasons. Early on his trip 
he had been given to understand by one medical 
officer he met that the traditional Chinese 
“village doctors” were being trained and used 
for certain urgent and widescale medical activi- 
ties until they could be replaced by doctors 
trained in medical schools. Since China has 600 
million people, about half a million traditional 
practitioners, and only some 70,000 doctors 
trained in Western methods, this seemed a wise 
course. However, the author soon found out 
that the accent was not on using the traditional 
doctor as a medical auxiliary but rather on 
forcing the acceptance and admiration “of the 
whole established rigmarole of native therapy.” 
An article entitled “Why Our Western Trained 
Doctors Should Learn ‘Traditional Chinese 
Medicine” by Dr. Fu Lien-Chang, President 
of the Chinese Medical Association (Chin. M.J., 
1955, and reproduced at the front of eight other 
Chinese professional journals) confirmed this 
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impression. Dr. Fu Lien-Chang deplores the 
ignorance of Western-trained doctors of Chinese 
traditional medicine and emphatically states 
that its study should be considered as a task 
much more important than the training of old- 
time physicians in Western Medicine. After 
visits in Peking to the Institute for Research 
into Herbal Medicine and the Institute for Re- 
search into Acupuncture, no doubt was left in 
the author’s mind as to the direction of the ef- 
fort demanded. These institutes, says Dr. 
Gould, are not research laboratories but propa- 
ganda bureaus, and he gives a detailed account 
of his reasons for this assertion. Furthermore, 
the gist of what the author was told about the 
projects for medical training in China, as well as 
the assessment of the situation given last year 
by Ho Piao, vice-minister of Health, shows 
that earlier plans for boosting traditional medi- 
cine are being vigorously pursued. As far as co- 
operation between the old and the new is con- 
cerned, the picture seems to him wholly one- 
sided. It is the author’s view that the whole 
medical effort in China tends to be reduced to 
the faithful practice of official decrees. Doctors 
must recognize the Party as the only competent 
authority in medicine, and the forcible dilution 
of Western medicine with old magic is an at- 
tempt to produce “‘a new species of medical 
animal,” still capable of acting in a priestly 
role as comforter of the sick and of preaching 
modern and indispensable techniques according 
to the book, “but without that perilous turn 
of mind that kicks against the pricks and asks 
a sound argument for every thesis.”” The author 
predicts that China will enter “a period of 
inanition exactly parallel to that which seized 
medicine in Europe for centuries under the grip 
of galenical philosophy,” and that the only ad- 
vances permitted will be those introduced from 
outside after careful sifting and approval by the 
State. 


Medicine in the New India. R. E. REWELL. 
The Lancet, 2:574-77 (Sept. 13), 1958 
(London). 

The author, a pathologist at the Women’s 
Hospital, Liverpool, was invited under the 
“Colombo Plan” to India, where he stayed 
from early 1956 until early 1958, working en- 
tirely among Indians, with Indians, and for 
Indians, mostly at the Institute of Obstetrics 
and Gynaecology at the Government Hospital 
for Women and Children in Madras. This 
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article is an account of his activities and ex- 
periences during this period. In India, he re- 
ports, Western medicine on the British model 
has been established for a long time. British 
methods in teaching, as in most other medical 
activities, still predominate. Some improve- 
ments in the organization of medicine have been 
introduced recently by the Central Govern- 
ment (e.g., the standard of qualifying examina- 
tions has been made uniform at an interna- 
tionally accepted level; a number of new Col- 
leges have opened, and new buildings have been 
erected; the senior staff has been especially 
trained, many of them abroad). The author 
found the general standard of medicine higher 
than he had expected. The Indian doctor works 
mostly among poor, ignorant people and faces 
heavy competition from cheap quacks, includ- 
ing the practitioners of Ayurvedic “medicine” 
(a system based on the old humours which is 
encouraged by the Government). Nevertheless, 
Indian physicians have remained keen and alert 
and continue to think of what will be best for 
the individual patient. They tend to adapt 
Western knowledge to local conditions, which, 
as the author had occasion to learn through his 
own experiences, is not too difficult in India. 
Government schemes, however, are by no 
means all helpful to progress, because of too 
rigid an administration and the oriental genius 
for “red tape” and procrastination, especially 
over finances. A semi-military control of per- 
sonnel prevails in hospitals. All the free hospi- 
tals, including the teaching ones, and almost all 
research institutes are run by the State Govern- 
ments. The pay of doctors is extremely low, 
even by local standards. The author found the 
standard of laboratory medicine good wherever 
he went in India, although confined almost ex- 
clusively to academic centers. Buildings and 
equipment were simple but adequate. Biochem- 
istry is largely in the hands of science gradu- 
ates, but not Bacteriology. Blood transfusion 
is neglected. Established research institutes 
continue, and some new ones have opened, es- 
pecially in the important field of nutrition, but 
they are still too few and hampered by arbitrary 
selection of staff. Describing at length condi- 
tions at the Institute of Obstetrics and Gynae- 
cology in Madras, the author points out that 
its main object is teaching and that for this 
there are adequate facilities. Much of the teach- 
ing was informal, but seminars and lectures 
were also held. About 40 postgraduates were ad- 
mitted each year, most of them for a year’s 
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period. The Hospital, to which the Institute is 
attached, undertakes about 13,000 deliveries 
and 5,000 operations each year. Many of the 
patients come from long distances; all are poor 
and generally illiterate and show a high degree 
of anemia and infestation. Much stress was laid 
on “family planning,” but many patients came 
for treatment of sterility which ‘carries serious 
social disabilities. After a giving brief outline of 
the social and economic background of medical 
practice in India today, Dr. Rewell emphasizes 
in his conclusions the fact that India remains a 
poor country and needs help to raise her stand 
ards. Western experts are welcomed and are 
given every facility. 


The Patient’s Reaction to Bedside Teach- 
ing. Hans Preuss and SoLomon 
The New England Journal of Medicine, No. 
11, pp. 520-25 (Sept. 11), 1958. 


In Essentials of Approved Internship (Chi- 
cago, 1955, 27 pp.) the Council on Medical 
Education and Hospitals of the A.M.A. 
stressed the importance of “daily, regularly 
organized ward rounds with well conducted 
teaching at the bedside.’’ While the Council 
emphasizes the training function of ward 
rounds, psychiatrists who act as liaison physi- 
cians in general teaching hospitals are apt to be 
more sensitive to the patients’ reactions to bed- 
side teaching. If the patient is considered only 
“‘a case,” bedside teaching can become deleteri 
ous and traumatic to him, whereas ward 
rounds conducted with adequate concern for 
the patient’s feelings may be a source of re- 
assurance and comfort. In this paper an at 
tempt is made to evaluate teaching ward 
rounds, as they take place at the present time, 
from the point of view of the patient’s emotion- 
al reactions. The authors (both psychiatrists 
at Harvard Medical School and Boston City 
Hospital) point out that there is very little 
literature on the actual effects of ward rounds 
on patients, although numerous medical text 
books discuss the patient-physician relation 
ship. Recently, however, at least one serious ef 
fort was made, by psychiatrists of the Mount 
Sinai Hospital, to explore the immediate reac 
tions of patients to ward rounds (see M. R. 
Kaufman, A. N. Franzblau, and D. Kairys, 
Emotional Impact of Ward Rounds, in J. M¢. 


Sinai Hosp., 23:782-803, 1956). But these au 


thors limit their findings to the patients’ verbal 
expression and behavior during ward rounds 
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and do not offer a psychiatric evaluation. In the 
present study, after briefly describing the meth- 
ods of conducting ward rounds at Boston City 
Hospital, the authors give the results of a study 
of 44 patients, on 32 ward rounds, over a period 
of 8 months, and their evaluation from the 
psychiatric point of view. Case material of 
these patients is presented, and their reactions 
toward rounds in general, as well as to each of 
their different phases, are described. In their 
discussion of their findings the authors make 
some suggestions for the improvement of ward 
rounds from the point of view of the patient, in 
order to diminish the emotional impact on the 
latter. They think it is important for the 
physicians to know the amount of anxiety and 
fear the patient already has related to his ill- 
ness. This should be evaluated, and, if there is 
too much, presentation at the bedside should be 
kept to a minimum. It is also considered essen- 
tial that the patient should be prepared for 
ward rounds, and an effort should be made to 
direct his anxiety-bound fantasies realistically, 
so that he will regard ward rounds as a source of 
help and not as a threatening situation. Of 
foremost importance to the student is the man- 
‘ner of conducting rounds. Students who have 
been taught recognition of the importance of 
the “whole patient” and the principles of 
“Comprehensive Medicine,” are often, during 
ward rounds, painfully aware of the shortcom- 
ings of their teachers and their traumatic ef- 
fect on the patients. Ward rounds, therefore, 
must be conducted with constant awareness of 
the patient’s feelings, and as soon as possible 
after their completion the patient whose case 
has been presented at length should be told 
the results of the conference with the utmost 
display of tact, kindness, and diplomacy. 


Psychological Medicine in General Prac- 
tice. British Medical Journal, pp. 585-90 
(Sept. 6), 1958. 


A working party of the Council of the College 
of General Practitioners (Great Britain) was 
appointed to study psychological medicine in 
general practice, upon a request from the 
Ministry of Health for the views of the College 
on this subject. The study group accepted as a 
definition of psychology: “The science which 
deals with the mind and mental processes;”’ and 
of psychiatry: “The recognition and treatment 
of diseases of the mind.” This article—the re- 
port prepared by the working party, which has 
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now been submitted to the Ministry’s Standing 
Advisory Committee on Mental Health—dis- 
cusses the importance of psychological medicine 
in general practice; the types of psychological 
illness seen in general practice (a range of psy- 
chological problems which confront family doc- 
tors have been listed, in spite of the difficulties 
due to the lack of a common classification); the 
leading part which should be played by all 
family doctors in this work; and the undergradu- 
ate and postgraduate instruction this requires. 
The working committee, in summarizing their re- 
view of psychological medicine in general prac- 
tice, states how much it has been impressed by 
the importance and size of the r oblem. They 
suggest that this subject should be taught more 
thoroughly to all medical students and that 
more opportunities for postgraduate training 
should be open to all general practitioners. They 
found that a great deal of the family doctor’s 
work is taken up by psychological disorders, 
many of them on the fringe of normality. They 
point out how well he is placed for their pre- 
vention, diagnosis, and management, either 
working alone or cooperating in a team with 
his many potential helpers from the social 
services. Among the six main recommendations 
made to the Ministry of Health in this report, 
the following are of general interest: (1) In the 
undergraduate medical curriculum greater em- 
phasis should be placed on normal psychology 
and psychological medicine; (2) in qualifying 
examinations there should more often be a com- 
pulsory written question on the psychological 
aspects of medicine; (3) more postgraduate 
training of general practitioners should be ar- 
ranged in all areas; and (4) in helping their 
patients with psychological illnesses, more op- 
portunities should be taken by family doctors 
to develop team-work with the available social 
services. Concluding, the committee expresses 
the belief that “with increasing understanding 
by all general practitioners, and by the public, 
of the significance of anxiety and stress in 
health and disease, and with advances in knowl- 
edge and skill of succeeding generations of 
family doctors, the average standard of work 
in this field should be very much higher in 
twenty years’ time than it is to-day.” 


A Report on the Establishment of a Second 
Medical School in New South Wales. 
The Medical Journal of Australia, pp. 19-20 
(July 5), 1958. 
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An Advisory Medical Committee was ap- 
pointed by the New South Wales Minister for 
Health in December, 1957, to report on the 
establishment of a second medical school in 
N.S.W. The Committee was asked to consider 
and make recommendations relating to the fol- 
lowing matters: (a) the order and nature of 
those measures which are essential to the 
establishment of the proposed medical school; 
(6) the composition of its curriculum on all 
levels. (c) any other matters relating to the 
standard of medical education in N.S.W. In 
this same issue of the Medical Journal of 
Australia (pp. 24-25) can be found the Com- 
mittee’s own summary of its recommendations. 
This paper is a critical comment on the said 
recommendations, which are considered “‘con- 
troversial, to say the least.” Those relating to 
the shortening of the medical course; the intro- 
duction of an extra period of training for the 
Honors degree and that of bachelor of surgery, 
and certain aspects of postgraduate training are 
regarded as especially “provocative.” General 
agreement seems to be given to the recommen- 
dation to restrict the number of students in ac- 
cordance with available staff and facilities. The 
report on the whole is called “disturbing,’”’ and 
its most patent fault is thought to be found in 
its too hasty compilation. 


The Student and the Clinical Curriculum, 
Epwarp J. R. Rossirer. British Medical 
Journal, pp. 608-10 (Sept. 6), 1958. 


In 1956 and 1957 the British Medical Stu- 
dents’ Association conducted inquiries into the 
preclinical curriculum. This year a survey of the 
clinical curriculum has been started, the first 
part of which was designed to produce a broad 
outline of teaching methods throughout the 
country and to find out what students think of 
them. Many questions may arise from this in- 
quest, but two main questions stand out, name- 
ly: (1) What is the student’s place in the 
clinical curriculum? (2) Can students make a 
useful contribution to medical education? The 
author of this paper (a clinical student at West 
London Hospital Medical School and an Educa- 
tion Officer of the British Medical Students’ 
Association) attempts to find the answers. Be- 
fore entering detailed discussion he 
points out, however, that 100 years ago these 
problems did not exist. The student’s place was 
then a clear-cut one: he spent most of his time 
learning directly from his teachers and the rest 
in reading his books. This was a reasonable sys- 
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tem at a time when the teachers could know 
most of their subject. Today no teacher can 
hope to understand more than a small portion 
of Medicine as a whole, and a textbook is often 
out of date by the time it is published. The 
medical student of today should have a greater 
part in organizing the curriculum, because he is 
closer to it in many ways than are his teachers 
and more painfully aware of the deficiencies of 
the teaching received. The author approaches 
the gist of the matter by examining first what 
he considers to be the primary function of the 
medical school and the part each teaching unit 
plays in the curriculum. He then returns to the 
question of what the student can do to help the 
medical school achieve its aims. Since the basis 
of a good school is good teaching, and since the 
one person really capable of assessing teachers 
is the student who is on the receiving end, it is 
suggested that each student should write a short 
report, anonymously, at the end of each term, 
on each of his teachers, and that those who are 
consistently evaluated adversely should be re- 
lieved of teaching duties. As to teaching meth 

ods, the author, discussing the role of the con 

sultant and that of the registrar, the place of 
research in the curriculum, and the British 
system of examinations, points out some ways 
which he considers would lead to considerable 
improvements (among them are methods used 
in other countries, mainly in the U.S., such as 
the American system of examinations through 

out the course or the experience offered to the 
American medical student by letting him take 
complete care of one family during his entire 
clinical course). In his conclusions, he expresses 
the strong belief that suggestions coming from 
clinical students may well be valuable contribu- 
tions to medical education and should be stimu- 
lated. They are necessary, also, if one agrees 
that “transition from student to doctor should 
be almost imperceptible, not suddenly on ob- 
taining some letters after one’s name.”’ 


Undergraduate Education and the General 
Practitioner. RicHARD Scorr. British 
Medical Journal, pp. 577-80 (Sept. 6), 1958. 


In this paper, first of a series of three on the 
continuing education of the general practitioner, 
the author examines the suggestion made by the 
General Medical Council of his country that “‘it 
is desirable that the student should be given 
opportunities to learn something of the work 
of the general practitioner.” Five questions are 
posed and their answers discussed: (1) Why is it 
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desirable that students should be introduced to 
general practice? (2) At what stage in the cur- 
riculum should this occur? (3) Where should it 
take place? (4) How should this introduction be 
carried out? (5) What should they be taught? 
After discussing briefly the evolution of Medi- 
cine in the past 100 years, specialization, 
Medicine and the Social Sciences, and Compre- 
hensive Medical Care on a national basis—all 
factors which have a bearing on the “why” 
question—the answer to the first question can 
be resumed: “‘It is only in the setting of general 
practice . . . that the student can be given some 
insight into the wide range of clinical and social 
problems with which society confronts the 
medical profession.” (2) At what point in the 
curriculum should this experience be offered? 
The author thinks there is much to be said for 
introducing the subject rather late into the cur- 
riculum. As to (3), where should this instruc- 
tion be given? The obvious answer is in the 
practical day-to-day setting of general practice, 
and if we ask (4) how it should be taught? Dr. 
Scott thinks there is practically no educational 
method which cannot be applied, but considers 
among the most valuable that of attaching the 
student for a period of 2 weeks or more to a 
general practitioner. When answering the fifth 
question, it should be kept in mind that the 
chief claim of the Medical School is to provide 
basic training for all students and that it can- 
not be concerned primarily with training for 
any one of its branches, general practice in- 
cluded. It is the author’s view that the most 
important things to be learned in general prac- 
tice are the “intangibles,” a philosophy or an 
attitude of mind. Therefore, while the student 
has much to learn of a practical nature “by 
studying the contents of the doctor’s bag,” 
with the limited time at his disposal he should 
be given above all the opportunity to gain an 
insight into the doctor’s mind. What is most 
important for the student is “the practical 
demonstration of Medicine actually at work in 
open society.” 


Postgraduate Education for the General 
Practitioner. GEORGE Swit. British Medi- 
cal Journal, pp. 580-83 (Sept. 6), 1958. 


his article deals with the problems of the 
education of newly qualified doctors who wish 
to enter general practice, and of the continuing 
education of established general practitioners in 
Great Britain. There, the College of General 
Practitioners has come into existence largely to 
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satisfy the need for a continuing education of 
the general practitioner. The institution has 
now more than 30 faculties in the United King- 
dom and overseas, most of which correspond 
with the area served by a university with a 
medical school. Each faculty board has its own 
postgraduate education committee which tries 
to coordinate—and increase if necessary—the 
opportunities for postgraduate instruction of 
the members and associates of the College 
within its own area. In 1955, the Postgraduate 
Education Committee of Council of the College 
(of which the author is the Chairman) sent out 
a questionnaire to all members in order to ob- 
tain their views on all aspects of the postgradu- 
ate education of the general practitioner. The 
answers of 1,664 doctors have been analyzed (cf. 
Research Newsletter, 4:151, 242, 329, 1957), and 
the results are discussed throughout this paper. 
Special reference is made to the section of the 
questionnaire which deals with the training of 
young doctors for general practice, the need for 
which has been recognized by the British Gov- 
ernment through the institution of the “trainee 
practitioner scheme,” a system which is highly 
praised as well as severely criticized by trainers 
and trainees. Attention is also drawn to the ef- 
forts of the Midland Faculty of the College 
which has given careful consideration to the 
non-clinical subjects that should be included 
in a syllabus for the trainee (cf. Outlines of 
General Practice, Midland Fac., Col. of Gen. 
Pract., 1958). As to training methods, the au- 
thor thinks—and his point of view seems to be 
generally accepted—that a trainee should not 
spend all of his year watching one doctor in his 
practice but that during that period he should 
visit several different types of general practices 
(in a rural, residential, industrial area,‘etc.). If 
he should find weaknesses—which almost in- 
evitably will occur—in his professional knowl- 
edge after his year in general practice, a system 
for further hospital training in special subjects 
is suggested by means of a rotating internship. 
As to the continuing education of the already 
established general practitioner, any discussion 
tends to center in the subject of organized 
courses and the meetings of clinical societies. 
However, the author puts great stress on the 
possibilities of self-education, referring to the 
Fourth Annual Report (of the Royal College of 
General Pract., p. 36, 1956) which lists thirteen 
ways by which a general practitioner can keep 
up-to-date. Only one of these refers to organized 
courses and lectures, and it is suggested that the 
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first and most important method of self-educa- 
tion is to carry out good general practice. One 
further efficient method is the teaching of gen- 
eral practice to others. However, he still will 
need to attend courses and organized lectures. 
The College of General Practitioners believes 
that a family doctor should attend at least 20 
hours of organized postgraduate study each 
year. In the questionnaire members of the Col- 
lege were asked what they considered to be the 
main obstacles to postgraduate work, and 75 
per cent of those who answered thought it was 
lack of time. However, the author felt disturbed 
by the fact that 130 doctors confessed in their 
replies to a lack of practice in studying. 


Keeping Informed by Tape and Disk. Joun 
C. AND VALERIE GrAvEs. British Medical 
Journal, pp. 583~85 (Sept. 6), 1958. 


The idea of keeping general practitioners in- 
formed by tape and disc recordings arose from 
the analysis of a great number of replies to the 
questionnaire sent out in 1955 by the College 
of General Practitioners which stressed lack of 
time to attend organized courses and meetings 
as the general practitioner’s foremost difficulty 
in continuing his education. Why not, it was 
asked, take courses and meetings to the general 
practitioner’s home? And it was decided to 
make a trial record of recorded talks. Two trial 
recordings were made, the first consisting of a 
15-minute introductory talk describing the ex- 
periment followed by a 15-minute talk on 
recent advances in virus diseases (likely to be 
thought “too technical” in print). The second 
recording, also 30 minutes long, was an in- 
formal talk by a general practitioner on psy- 
chiatry in general practice. The talks were first 
recorded on tape, from which soft discs were 
cut. Listeners were divided into four groups: one 
group of doctors with tape recorders, three 
groups of those with phonographs. General in- 
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structions and a description of the recording as 
well as a questionnaire for each set were in 
cluded in the package. The carrying out of the 
experiment and its results are discussed in de 
tail by the authors (both pertaining to the 
Medical Recording Service of the College of 
General Practitioners). In their conclusions, it 
is stated that a great deal has been learned 
from this one trial, mainly through the replies 
of the listeners. Referring to the technical as 
pects of the matter, it has been found that soft 
discs “are not equal to ordeal by G.P.O.”; that 
very good quality of equipment is required if 
the recording is to be transferred from tape to 
disc, and that to sound right, a talk must be in 
formal, unscripted, and almost, “armchair’’ 
in quality. As to the general response to this 
short trial, the authors felt encouraged to be- 
lieve that there is a real demand for recorded 
talks, and they invited any interested member 
of the College of General Practitioners to join 
in further experiments. The Medical Recording 
Service is now a regular service of the College to 
its members, well over hundred of whom are 
now receiving recordings regularly. Five talks 
have been completed, and many others are in 
the making. About half are by consultants and 
half by general practitioners with a special inter 
est or experience. Available on request to mem 
bers are also a number of recordings which will 
form the nucleus of a library. These include re 
cordings of notable College occasions (such as 
the James Mackenzie Lecture) angi more de- 
tailed talks on subjects (e.g., more advanced 
psychiatry) which may not appeal to all. A new 
feature of the service, still in an experimental 
stage, is the Discussion Tape, which allows 
each listener 5 minutes of tape to record his 
own comments, ask questions, and air his views 
after hearing the lecture. In some cases the 
original lecturer will answer the questions and 
round off the discussion before the completed 
tape goes out again. 
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NEW BOOKS 
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Book Review Editor 


Abstracts 


Chambers’ Technical Dictionary. Edited by 
C. F. Tweney and L. E. C. Hucues. 3d ed. 
Revised, with supplement. New York: Mac- 
millan Company, 1958. $7.50. 


The aim of this dictionary is to give, in light 
of present knowledge and opinion, definitions of 
terms that are of importance in pure and ap- 
plied science, in all branches of engineering and 
construction, and in the larger manufacturing 
industries and skilled trades. It is a dictionary 
of technical terms, written by specialists, partly 
for other specialists but more particularly for 
the technically minded man-in-the-street, and 
for students and interested workers of all kinds 
or ages. Indeed, it is written for all who wish to 
understand what scientists and engineers have 
to say to each other. This work was first pub- 


lished in July, 1940, and has undergone a num- 
ber of revisions since that time. It includes some 
60,000 terms from 120 branches of scientific and 
industrial activity. 


Tumors and Tumorous Conditions of the 
Bones and Joints. By Henry L. JAFFe. 
Philadelphia: Lea & Febiger, 1958. 618 pp. 
701 illustrations. $18.50. 


This book is intended to present an inte- 
grated account of the tumors and tumorous con- 
ditions affecting the bones and joints. The clini- 
cal, roentgenographic, and pathologic findings 
pertaining to the various lesions are discussed 
and correlated. Facts about the clinical findings 
are given with attention to their value in nar- 
rowing down diagnostic possibilities. This book 
is directed primarily toward diognosis, but in re- 
gard to treatment attention is devoted mainly 
to the choice of procedure appropriate for each 
condition. The illustrations have been arranged 
on full-page plates to permit the simultaneous 
display of a number of pictures for purposes of 
comparison. The accompanying legends give 
details about each illustration, and many of 
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them embody sufficient information to consti- 
tute case histories. Indeed, through integration 
with the text, the illustrations and their legends 
compose in themselves something like an atlas 
of the skeletal tumors. This book should be 
useful to pathologists, radiologists, and ortho- 
pedic surgeons, as well as of interest to other 
colleagues who are confronted from time to 
time by problems related to skeletal tumors. 


Urology in General Practice. By FRANK 
CoLEMAN Hamm and Srpney R. WEINBERG. 
Philadelphia: J. B. Lippincott Co., 1958. 287 
pp. $6.00. 

The aim of this book is to introduce the medi- 
cal student and the resident physician to the 
field of urology and to provide a ready reference 
for those in other branches of medicine and sur- 
gery. The authors have tried to consider the 
problems encountered in this field against the 
larger spectrum of general practice. Many of 
these disorders are included in the group of 
typical degenerative diseases. It is believed a 
good working knowledge of urologic principles 
is essential for those doing general medicine. 
Abdominal surgery, gynecology, and obstetrics 
as a differential diagnosis of abdominal condi- 
tions are closely interrelated. The principles of 
management herein elaborated are those gen- 
erally accepted, and little controversial material 
has been included. Bibliographic references are 
supplied for those wishing further information. 


Autopsy Diagnosis and Technique. By Or- 
To Saputr. 4th ed. New York: Paul B. 
Hoeber, Inc., 1958. 512 pp. $8.50. 


Since the completion of the 1st edition of this 
book in 1937, its scope has been considerably 
enlarged and new material added. Although the 
author still feels the ideal dissection method em- 
ploys removal of organs en masse or in systems, 
a modified Virchow’s method for removal and 
dissection of individual organs has been pre- 
sented because of many requests. The discussion 
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of diseases of the breast has been greatly ex- 
panded. In this edition the chapter dealing with 
unexpected death and legal examinations has 
been considerably enlarged, and the scope of the 
discussion of congenital anomalies of the heart 
has been broadened. A more comprehensive 
study is also made in the field of bone and joint 
diseases. There are three entirely new chapters: 
a short history of autopsy, a chapter dealing 
with autopsies performed on bodies of patients 
who have been treated with radioactive isotopes, 
and a new chapter dealing with removal and 
storage of the cornea, blood vessels, bone, car- 
tilage, and skin grafts. In short, there is much 
new and revised material in this 4th edition. 


Radioactive Isotopes in Clinical Practice. 
By Epiru H. Quimby, SERGEI FEITELBERG, 
and SoLomon SiLver. Philadelphia: Lea & 
Febiger, 1958. 418 pp., 97 illustrations. 
$10.00. 


This book is the outgrowth of the experience 
of the authors in lectures, laboratory exercises, 
and conferences with the approximately 225 
students who have completed their course, of- 
fered eight different times since June of 1954. 
The book has been written as three quite sepa- 
rate parts, each by the author who had most to 
do with that field in teaching, with some col- 
laboration of authors. No claim is made for 
completeness, and a considerable amount of 
supplementary reading will be necessary for 
anyone who wants a really comprehensive sur- 
vey. References have been supplied for this pur- 
pose, but no effort has been made to assemble a 
complete bibliography. 


Mechanisms, Diagnosis and Management 
of Head Injuries. By E. S. GurpjIANn and 
J. E. Wesster. Boston: Little, Brown & 
Co., 1958. 465 pp. $14.00. 


This volume reflects the experience of the 


authors—clinical, neurosurgical, and experi- 
mental, civilian and military—with head in- 
juries. Data of 25 years have been reviewed, in- 
volving 1285 cases of head injuries, treated at 
the Detroit Receiving Hospital between Jan- 
uary 1952 and July 1954. Some experimental 
and clinical material has been correlated and 
summarized in order to provide a better basis 
for discussing the many problems presented by 
head injuries. Statistical tabulations and re- 
ports, however, have been drastically curtailed. 
In addition to mechanisms, diagnosis, and treat- 
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ment, the book considers the complications and 
sequelae of these injuries, and special aspects in 
relation to infants and children and to sports. 
The medico-legal aspects of head injury are dis 
cussed, as well as the historical background, al- 
though space considerations again have pre- 
vented including all that might be considered 
important contributions from the literature. 
Many illustrations are included. 


Pictorial Handbook of Fracture Treat- 
ment. By Epwarp L. Compere, SAM W. 
Banks, and Cuiinton L. Compere. 4th ed. 
Chicago: The Yearbook Publishers, Inc., 
1958. 435 pp. $7.50. 


This 4th edition contains many changes in 
text, modification of several drawings, and the 
addition of many new illustrations. Descriptions 
of several new techniques have been added, such 
as the use of a small threaded wire through the 
first metacarpal bone for skeletal traction to re 
duce and maintain position of comminuted frac 
tures of the distal end of the radius. Also de 
scribed are the complications of, and recom 
mended methods of treatment for, aseptic ne- 
crosis of the femoral head and the carpal navicu- 
lar and the treatment of non-unions and mal- 
unions. No attempt has been made to describe 
all methods of treatment. Chapters dealing with 
fracture healing, aseptic necrosis of bone, and 
fractures of the spine have been rewritten. 
Many of the diagrammatic illustrations have 
been redrawn, and several new drawings have 
been added. Additional roentgenograms and 
photographs which help to explain problems of 
treatment will be found in each of the several 
chapters. The new edition is offered in the hope 
that it will continue to be of assistance to medi 
cal students and to the physician in general 
practice who wishes to provide for his patients 
who have suffered fractures or dislocation in- 
juries, the very best orthopedic care. 


The Management of Emergencies in Tho- 
racic Surgery. By JOHN New 
York: Appleton-Century-Crofts, Inc., 1958. 
330 pp. 


The aim of this book is to present those tho 
racic lesions which are essentially surgical emer- 
gencies and to describe their pathologic nature, 
their clinical features, and their management. 
Much of what has been written on thoracic 
emergencies is scattered widely throughc ut the 
literature, and this is an effort to bring these 
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data together. Since all thoracic surgical proce- 
dures can also have post-operative complica- 
tions, which are themselves real emergencies, 
these too are briefly described. This book will 
help general practitioners, house staff, and con- 
sultants appreciate the emergencies of a new 
specialty from the surgeon’s viewpoint. They 
usually see the patient before the surgeon is 
called and should be aware of what surgery can 
offer. In addition this book will introduce medi- 
cal students to lesions which they will meet, 
often unexpectedly, throughout their profes- 
sional lives and which they might otherwise find 
baffling. 


Basic Clinical Parasitology. By Davin L. 
BeLpinc. New York: Appleton-Century- 
Crofts, Inc., 1958. 441 pp. 


This book is designed primarily for the medi- 
cal student and busy physician. Biologists will 
find it useful and of great value. This condensed 
volume strikes a happy medium between the 
brief presentations of the small textbooks of 
parasitology and the lengthy detailed ones of 
the large, by furnishing the student with the es- 
sential information concerning the common 
parasites of man. Pertinent material has been 
highly selected, featuring the common cosmo- 
politan parasites, with brief treatment of the 
rare or minor species. The needs of medicine 
have dictated the selection of subject matter 
and emphasis. In the interest of brevity, charts 
and tables have frequently been used. For the 
convenience of students and for conciseness, the 
pathology and symptomatology of the parasitic 
diseases have been correlated in tables. Treat- 
ments of various diseases have been considered 
briefly in a single chapter in which diseases re- 
quiring similar treatment are grouped and only 
established methods of treatment and chemo- 
therapeutic agents of proved value are pre- 
sented. In the chapter on diagnostic methods 
only those technical methods that are com- 
monly used by students or laboratory techni- 
cians are given, but detailed references to the 
literature are furnished for special methods. 
Special attention has been given to the impor- 
tant recent developments of malaria, toxoplas- 
mosis, and schistosomiasis. 


Rehabilitation Medicine. By Howarp A. 
Rusk and 36 collaborators. St. Louis: The 
C. V. Mosby Co., 1958. 552 pp. $12.00. 


This book is written as a textbook on physi- 
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cal medicine and rehabilitation. It is also hoped 
that it will prove to be a very useful reference 
for all physicians, whether they be in general 
practice or specializing in rehabilitation and 
physical medicine. Experience has shown that a 
majority of the medical rehabilitation proce- 
dures can and should be done by the practi- 
tioner or specialist responsible for the patient’s 
primary medical care and that such procedures 
should be an integral part of such medical care. 
This is the underlying philosophy of this book. 
The primary aim of this book is to provide the 
necessary training in the specialized skills and 
techniques of rehabilitation for that physician 
interested in understanding and caring for the 
disabled person. 


The Guinea Pig in Research. By Mary 
ELIzABETH Rei. Washington: Human Fac- 
tors Research Bureau, Inc., 1958. 70 pp. 
$2.00. 


This booklet (Publication No. 557) describes 
the known dietary needs of the guinea pig in 
quantitative terms, together with a brief ac- 
count of some aspects of its physiology which 
may be of interest to the nutritionist and may 
increase its usefulness in medical research. 


Radiology for Medical Students. By Frep 
JENNER HopnceEs, Isapore LAmpe, and JOHN 
FLoyp Hott. 3d ed. Chicago: The Yearbook 
Publishers, Inc., 1958. 433 pp. $8.50. 


Extensive revision without expansion has 
taken place in the 3d edition of this work. The 
original aim of presenting no more material than 
that which can be considered necessary to sound 
undergraduate teaching of the subject has been 
preserved. To make room for new material the 
description of x-ray record-keeping and diag- 
nostic cataloguing has been deleted. In the field 
of pediatric radiology, infantile cortical hyper- 
ostosis, infantile skeletal trauma and hyper- 
vitaminosis have been accorded proper atten- 
tion. The radiologic features of osteomyelitis, 
syphilis, rickets, and scurvy have been reap- 
praised in the light of their great historical im- 
portance. Public concern over the biological 
hazards of exposure to radiation of all sorts has 
led to expansion of the material bearing on this 
subject. A chapter dealing specifically with the 
rapidly expanding subject of cardiovascular 
radiology has been added. The revised text of 
the section of therapeutic radiology reflects the 
declining use of radiation methods in the treat- 
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ment of nonmalignant lesions. New material has 
been added concerning the employment of co- 
balt-60 as a source of high energy gamma radia- 
tion. As with previous editions, this book is 
aimed at, written especially for, and dedicated 
to the undergraduate student of medicine. 


A Stereoscopic Atlas of Human Anatomy. 
By Davin L. Bassert. Portland, Oregon: 
Sawyer’s, Inc., 1958. 

Since the preparation of this atlas is an un- 
dertaking of considerable magnitude, and ob- 
viously cannot be completed in a short time, it 
has seemed advisable to publish the several sec- 
tions of the work as they are finished. Section IV 
dealing with the thorax is now available. The 
atlas is organized by regions of the body, and the 
structures, insofar as they can be explored by 
dissection, are presented in stereoscopic Koda- 
chrome photographs. 


Public Health and Welfare: The Citizen’s 
Responsibility—Selected Papers of Ho- 
mer Folks. Edited by SAVEL Zrmmanp. New 
York: The Macmillan Co., 1958. 464 pp. 
$7.00. 

The 49 selections of this volume, representa- 
tive of Mr. Folks’ major interest in social work 
and public health, are arranged chronologically, 
starting with his first address before the Na- 
tional Conference, in 1891, and closing with his 
last major talk, in 1946. Mention is made at the 
beginning of each paper of the group before 
which it was presented or the journal in which it 
was published. It was published for two impor- 
tant and specific reasons: first, the papers of 
Homer Folks provide and will continue to pro- 
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vide valuable historical background relating to 
future progress in human welfare; and, second, 
the volume implicitly constitutes a tribute to 
Mr. Folks from the organization that he so mag- 
nificently led for more than a half century. 


Chemistry for Medical Technologists. By 
CuarLtes E. Setverp. St. Louis: C. V. 
Mosby Co., 1958. 408 pp. $10.75. 


The purpose of this book is to present those 
aspects of chemistry which are significant to the 
medical technologists. The material falls into 
five sections: Essentials of Elementary Chemis- 
try, Urine Analysis, Blood Analysis, Spinal 
Fluid Analysis, and Gastric and Duodenal Anal- 
ysis. The materia] covered meets the curriculum 
requirements of the National Registry Exami- 
nations. The more popular methods of analysis 
are used throughout the text. 


Research Advances Applied to Medical 
Practice, III: The Lipoproteins, Meth- 
ods and Clinical Significance. Edited by 
F. Hompurcer and P. BERNFELD. Cam- 
bridge, Mass.: Bio-Research Institute, Inc., 
1958. 94 pp. 

These symposia, of which this is the third in 
the series, are intended to bridge the gap be- 
tween medical science and medical practice. In 
the present volume, it is hoped that the vast 
amount of knowledge and accumulative scien- 
tific data pertaining to the lipoproteins can be 
made understandable by and available to prac- 
titioners of medicine. Seven other senior authors 
have contributed to the contents of this volume, 
in addition to the editors. 
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Books Received 


Schizophrenia. By MANFRED SAKEL. New 
York: Philosophical Library, 1958. 334 pp. 
$5.00. 


The Johns Hopkins Hospital and the Johns 
Hopkins University School of Medi- 
cine—A Chronicle. Volume II, 1893-1905. 
By ALAN M. CuEsNeEY. Baltimore: The Johns 
Hopkins Press, 1958. 486 pp. $6.00. 

Interdisciplinary Team Research—Meth- 
ods and Problems. By MARGARET BARRON 
Luszk1. New York University Press, 1958. 
304 pp. $6.00. 


Physiology of Prematurity. Trans. 2d Jo- 
siah Macy, Jr., Conference, March 25, 26, 
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and 27, 1957. Edited by JoNATHAN T. LAn- 
NAN. New York: Josiah Macy, Jr., Found., 
1958. 150 pp. $3.75. 


Hodgkin’s Disease. Edited by ANronto Ror- 
TINO with 33 collaborators. New York: New 
York Academy of Sciences, Ann., 73: 1-380, 
1958. 

Surgical Convalescence. Edited by F. Curtis 
DoxaNn with 20 collaboraters. New York: 
New York Academy of Sciences, Ann., 73: 
381-538, 1958. 

Report of the United Nations Scientific 
Committee on the Effects of Atomic 
Radiation. New York: Columbia Univer- 
sity Press, 1958. 228 pp. $2.50. 
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NEWS FROM THE MEDICAL 
SCHOOLS 


Bowman Gray 


Plans to construct a vivarium wing of the 
school’s new research building will be real- 
ized by a supplementary grant of $142,638 
from the Public Health Service. The award 
brought total government contributions for 
the new building to $895,332. Total cost of 
the new facilities will be approximately $2 
million and will more than double the physi- 
cal size of the school. Approximately 60 per 
cent of the new space will be devoted to 
research. 


U. of Chicago 


Work is expected to start in January on 
a diagnostic center for the University of 
Chicago clinics. The estimated cost is 
$1,300,000 of which about one-third has 
been pledged. The two-story building will 
link Chicago Lying-In hospital and Billings 
hospital. These institutions are part of the 
university clinics and the new facilities for 
patient care will serve as a central admission 
point for clinics. The diagnostic building will 
cost $850,000 and the remainder of the 
$1,300,000 will be spent for structural alter- 
ations of the adjacent hospitals. 


Colorado 


A 200-bed Civil Defense Emergency hos- 
pital was delivered recently to the Medical 
Center from the federal government to ex- 
pand facilities in the event of a civilian dis- 
aster. The unit will be stored at the Center 
and will be used to familiarize medical, nurs- 
ing and other personnel with its use. In the 
event of disaster, the emergency hospital 
will be set up and used on a temporary basis 
to treat the over-flow of patients from 
Colorado General. 
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Columbia 


A member of the faculty will go to the 
University of Turku, Turku, Finland, where 
he will lecture on anesthesiology. Dr. B. 
RAYMOND FINK, assistant professor of anes- 
thesiology, is the recipient of a Fulbright 
grant which will take him to Finland for the 
remainder of the 1958-59 academic year. 

Dr. H. Houston Merritt, Acting Dean 
and Acting Vice President in Charge of 
Medical Affairs, was elected a Vice Presi- 
dent of United Cerebral Palsy Associations 
Inc. at the organization’s ninth annual con- 
ference held November 14, in New York 
City. Active in United Cerebral Palsy for 
several years, he is chairman of the UCP 
Research and Scientific Committee, and is 
a member and former chairman of the 
Medical Advisory Committee. 


Georgetown 


L. Darvas Unric has been appointed ad- 
ministrative assistant to the dean. Mr. 
Uhrig will work with various faculty com- 
mittees, and will handle the production of 
an information bulletin for the medical 
school. 


Hahnemann 


A comprehensive Symposium on Hyper- 
tension was held recently at Town Hall, 
marking the first survey of the subject since 
that held in Minnesota eight years ago.The 
63 participants were drawn from all parts of 
the country and abroad. Dr. Wiitram A. 
SopEMAN, dean of Jefferson Medical Col- 
lege, was among the participants. 


Harvard 


Pschyoanalysts and psychiatrists from 
all parts of the United States joined in cele- 
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brating the 25th anniversary of the founding 
of the Boston Psychoanalytic Society and 
Institute, November 30. Speakers included 
Dr. KARL MENNINGER, director of the Men- 
ninger Foundation; Dr. BERTRAM LEwIN, 
director of the Survey of Psychoanalytic 
Education of the American Psychoanalytic 
Society; Dr. Ives HENpDRICK, clinical pro- 
fessor of psychiatry at Harvard and chief of 
the Harvard Teaching Unit, Massachusetts 
Mental Health Center. Dr. M. RaLpu Kavr- 
MAN, founder of the Psychiatric Clinic at 
Beth Israel Hospital and Director of Psy- 
chiatry, presided. 


Illinois 


Dr. Marvin J. COLBERT, assistant pro- 
fessor of medicine, has been appointed direc- 
tor of the Health Service, succeeding Dr. 
Burorp HALL, who has served on a half- 
time basis since last January. Dr. Colbert 
joined the faculty as instructor in medicine 
in July 1956, and was promoted to assistant 
professor in September 1957, a rank he will 
continue to hold. 

Funds for examination of its teaching 
program have been given the college of med- 
icine in the form of a grant of $112,000 from 
the Commonwealth Fund. The two-year 
pilot study is expected to result in a perma- 
nent center for educational research and will 
probe such areas as the instructional pro- 
gram, training of medical personnel in addi- 
tion to physicians, working relationships 
with other institutions in the Medical Cen- 
ter, and linking the medical program with 
other university departments in Urbana and 
Chicago. 


Meharry 


During the recent meeting of the Ameri- 
can College of Surgeons in Chicago, a club 
was formed in honor of Dr. MatrHew 
WALKER, chairman of the department of 
surgery. To be known as the “Walker Surgi- 
cal Club,” the organization is composed of 
surgeons who have received surgery training 
under Dr. Walker. There are presently 50 
members in the club. The club will meet 
once yearly during the meeting of the 
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American College of Surgeons and has as its 
purpose the furtherance of the surgical pro- 
gram at Meharry. 


Michigan 


More than 50. medical directors repre- 
senting some of the largest corporations in 
the United States and Canada, met at the 
University of Michigan Medical Center, 
December 5-6 to discuss current health 
problems of the nations’ working force. 
Titled the “Selby Discussional” in honor of 
the former medical director of the General 
Motors Corporation, the annual event is 
now in its 10th year. It is conducted by the 
U-M Institute of Industrial Health. 

A powerful new charge of radioactive 
cobalt was loaded into the “Theratron” at 
the Medical Center in December, replacing 
the original source which has been in con- 
stant use for the past four years. Used ex- 
tensively in the treatment of cancer, it con- 
tains 2,000 curies of radioactivity, equiva- 
lent in power to $75 million worth of radium. 


Minnesota 


The school announced that their medical 
courses to be presented at the Center for 
Continuation Study will be conducted Janu- 
ary 22-April 3. Topics include: Surgery for 
Surgeons; Cardiovascular Diseases for Gen- 
eral Physicians; Pediatrics for General Physi- 
cians; Trauma for General Physicians; In- 
ternal Medicine for Internists; and Basic 
Concepts of Water and Electrolyte Balance 
for General Physicians. Further information _ 
may be obtained by writing to the Director, 
Department of Continuation Medical Edu- 
cation, 1342 Mayo Memorial, University of 
Minnesota, Minneapolis 14. 


New York University 

Astep toward the prevention and complete 
cure of rheumatic fever took place recently 
when Irvington House and New York Uni- 
versity signed a joint agreement to establish 
the Irvington House Institute for Rheumat- 
ic Fever and Allied Diseases as a part of 
NYU-Bellevue Medical Center, according 
to university sources. The Institute will be 
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housed in the new University hospital. Ir- 
vington House will underwrite the cost of 
$500,000 toward construction of the treat- 
ment, research and clinical facilities. The 
university and Irvington House, while joining 
in the creation and operation of the Insti- 
tute, will continue to function as autono- 
mous, financially independent institutions. 


North Carolina 


The private medical library of the late 
Dr. J. C. Pass FEARRINGTON of Winston- 
Salem, has been donated to the Division of 
Health Affairs library. The collection of 
books and journals numbers some 3,000 vol- 
umes and is valued at an estimated $28,000. 

Two faculty members have been named 
officers of the Society of North Carolina 
Bacteriologists. Dr. D. A. MAcCPHERSON, 
professor and head of the department of 
bacteriology, was named president of the 
organization. Dr. James D. THAYER, assist- 
ant professor of experimental medicine, was 
named counselor. 


North Dakota 

Celebrating its 75th anniversary this 
year, the university awarded 14 honorary 
doctor’s degrees at a special convocation re- 
cently. Thirteen of the degrees were pre- 
sented to UND alumni who have achieved 
distinction for outstanding accomplishments 
in their specific academic fields. Dr. Cusn- 
MAN DAvis HAAGENSON, a 1921 graduate 
and professor of clinical surgery at Columbia 
University’s College of Physicians and Sur- 
geons, was awarded the Doctor of Science 
degree. 


Northwestern 


Two professorships in nutrition and 
metabolism, the first to be endowed specifi- 
cally in this field have been established at 
the medical school. Each chair is endowed 
for a half million dollars. 

The university named the first chair the 
Tom D. Spies Professor of Nutrition and 
Metabolism. It will be awarded to Dr. Ros- 
ERT E. STONE, now professor of nutrition and 


January 1959 


metabolism. The second professorship, as 
yet unnamed, will be held by Dr. Spies. 

Announcement of the academic chairs in 
nutrition and metabolism had been original- 
ly planned as a part of the Third Interna- 
tional Conference on Nutrition and Metabo- 
lism scheduled for December 10. The confer- 
ence was cancelled because of the illness of 
Dr. Spies, who was to serve as conference 
coordinator. 


Pennsylvania 


The School of Allied Medical Professions 
formally dedicated its new quarters at cere- 
monies held November 25. Basil O’Connor, 
president of the National Foundation, was 
guest speaker at the dedication banquet. 

Formerly a convent, the building was 
acquired by the university in 1957. The spa- 
cious old building makes it possible for the 
various academic programs of the school to 
be housed under one roof. Those participat- 
ing in the ceremonies were Dr. Ors ANDER- 
SON, assistant surgeon general of the Public 
Health Service; Dr. GAytorp P. Harn- 
WELL, president of the university; Dr. WEs- 
LEY G. Hutcutnson, dean of the School of 
Allied Medical Professions; Dr. I. S. Rav- 
DIN, vice president of the university for med- 
ical development, and Mr. O’Connor. 

Ground breaking ceremonies for the new 
$1,400,000 residence for student nurses of 
the hospital of the University of Pennsyl- 
vania were held on the campus, November 
25. Mr. Orville H. Bullitt, president of the 
Board of Managers and a trustee of the 
university, introduced the hospital’s newly 
appointed director of nursing, Miss M ILpRED 
McFEeErreEN. Assuming her new duties Janu- 
ary 19, Miss McFerren will be in charge of 
all nursing activities, including the nursing 
education program and nursing services. 

The University of Heidelberg, Germany, 
one of the oldest medical schools in the 
world, honored an alumnus and former fac- 
ulty member by conferring the degree of 
Honorary Medical Doctor on Dr. Pau 
Gyorcy. Dr. Gyorgy is professor of pedi- 
atrics at the University of Pennsylvania 
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School of Medicine and chief of the pediatric 
service of the Philadelphia General Hospi- 
tal. He is credited with the discovery of 
riboflavin, vitamin B6 and is also the dis- 
coverer of a new microbiological growth fac- 
tor for which human colostrum and milk is 
the best starting material. 


Rochester 


Construction has begun on a $400,000 
Radiation Therapy Center for Strong 
Memorial Hospital, thus providing Roches- 
ter and western New York with facilities for 
the diagnosis and treatment of cancer and 
other diseases. The John Hartford Founda- 
tion has made a grant of $203,200 for the 
purchase of equipment and payment of part 
of the estimated $150,000 annual operating 
costs of the Center for three years, with the 
university providing the new building and 
paying the balance of the operating ex- 
penses. Under the direction of Dr. PxHitip 
Rustin, the Radiation Therapy Center’s 
functions will combine treatment, research, 
radioactive isotope diagnostic services, and 
teaching. The new super-voltage machines 
will enable the UR-Medical Center to take 
part in a national cooperative clinical evalu- 
ation program. 


Saint Louis 


A mental retardation program at Cardi- 
nal Glennon Memorial Hospital for Chil- 
dren will be established with a grant of a 
quarter of a million dollars from the Chil- 
dren’s Bureau of HEW of the Public Health 
Service. The grant is for a five-year period 
with allotments of $50,000 annually. Under 
the direction of Dr. James P. Kino, head of 
the department of pediatrics and chief-of- 
staff, Cardinal Glennon Memorial Hospital, 
the program will be closely correlated with 
the Bureau of Maternal and Child Health of 
the Missouri Division of Health. Faculty 
members of the school and staff members of 
the hospital will be available as consultants 
in cases where medical specialists are re- 
quired, Dr. King said. 


January 1959 


Southern California 


Construction of the second and third 
buildings of the University of Southern Cal- 
ifornia Medical Center has started according 
to university officials. The more than $3 mil- 
lion project includes a six-story medical re- 
search building, a two-story instructional 
building, and the control center wing con- 
necting the two. To be known as the Seeley 
Wintersmith Mudd Memorial Laboratory 
of the Medical Sciences, the research struc- 
ture is being built with funds provided by 
his son, Dr. SEELEY GREENLEAF Mupp, vice 
chairman of the board of trustees of the uni- 
versity and former dean of the SC School of 
Medicine, and by the Public Health Service. 


Stritch (Loyola Univ.) 

Dr. WARREN W. Furey, Clinical profes- 
sor of radiology, died November 20, while 
attending the annual meeting of the Radio- 
logical Society of North America, of which 
he was a past president. Dr. Furey was a 
past president of the Chicago Medical Socie- 
ty and board trustee member of the Ameri- 
can Medical Association. In 1955 he was 
given Loyola’s alumni medal and received a 
citation from Northwestern University in 
1956. He was also chief radiologist at Mercy 
and Little Company of Mary hospitals, and 
radiological consultant at Lewis Memorial 
Maternity hospital. 


Stanford 


Dr. ALAN K. Done, former assistant pro- 
fessor of pediatrics at the University of 
Utah, has joined Stanford’s faculty as as- 
sistant professor of pediatrics. Dr. Done was 
also former director of the Poison Informa- 
tion and Therapy Center at the Salt Lake 
County General Hospital, Salt Lake City. 

Dr. Davin A. RyTAnp has been named 
the first Bloomfield Professor of Medicine. 
The appointment was revealed at a reunion 
luncheon for medical alumni marking the 
school’s 100th anniversary. The professor- 
ship honors Dr. ArTHUR L. BLOOMFIELD, 
emeritus professor of medicine, who retired 
in 1954. 


New and recent books 


Adams: PHYSICAL DIAGNOSIS, 14th 
ed. 
New edition of a famous text (Formerly 
Cabot & Adams). Shows how the pa- 
tient should be examined, describes nor- 
mal findings, and explains and inter- 
prets the important symptoms and signs 
created by injury or disease. 850 pp., 
428 figs. $12.00 


Beck & Rosenthal: 
PRACTICE, 7th ed. 


Heavily revised and rewritten edition 
of a work which the American Journal 
of Surgery called “one of the best if not 
the most satisfactory work of the pres- 


ent era.” 1127 pp., 956 figs. $14.00 


OBSTETRICAL 


Brewer: TEXTBOOK 
OGY. 2nd ed. 


“_.. embodies the best in the first edition 
with up-to-the-minute revision and addi- 
tional material of great practical value 
and importance. . . . This is a textbook 
which should be required reading for 
all students of gynecology.”—Surg., 
Gynec. & Obstet. 
768 pp., 204 figs. 


IN GYNECOL. 


$15.00 


Cobb: FOUNDATIONS OF NEUROPSY- 
CHIATRY, 6th ed. 


. a classic of psychiatric literature 
. gives to practitioners and medical 
students the facts and correlations 
needed to understand the simpler work- 


and editions .. . 


ings of the central nervous system.” 
—New York Physician. 324 pp., 16 figs. 
$5.00 


Greenfield et al.: NEUROPATHOLOGY 
“. . . promises to remain the standard 
work of reference for many years to 

All aspects of the pathology 
of nervous and mental diseases are in- 
cluded, with the exception of tumors.” 
—Lancet. 644 pp., 400 figs. $20.00 


Hardy: PATHOPHYSIOLOGY IN SUR- 
GERY 
The essentials of this important sub- 
ject written for the general surgeon. 
Carefully written in a graphic, memo- 
rable style, with excellent diagrams and 
case histories to fix the lessons in mind. 


680 pp., 277 figs. $19.00 
Miller et al.: HUMAN PARTURITION— 


Normal and Abnormal Labor 

A concise delineation of basic factors 
and mechanisms involved in human par- 
turition. A convenient guide for practi- 
tioners attending women in labor. 258 
pp-. 67 figs. $7.50 


Walshe: DISEASES OF THE NERVOUS 
SYSTEM, 9th ed. 
A clear, concise introduction to neurol- 
ogy for the medical student. Nothing of 
importance is omitted and the presenta- 
tion is well balanced and easily read- 
able. 390 pp., 89 figs. $8.00 


Brand new edition! 


Bell, Davidson & Scarborough: TEXTBOOK OF PHYSIOLOGY AND BIOCHEM- 


ISTRY, 4th ed. 


An introduction to the study of physiology and biochemistry for students of medicine. 


the allied sciences, and pure science. 1076 pp. 825 figs. 


$12.50 
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A member of the faculty since 1936, Dr. 
Rytand is editor of the Annual Review of 
Medicine and a member of the editorial 
board of the Journal of Chronic Diseases. 


Temple 


The Puerto Rico chapter of the Temple 
University Medical Alumni Association will 
be host at a Postgraduate Medical Seminar 
to be held next March in Puerto Rico. Un- 
der the direction of Dr. GreorGre E. Mark, 
Jr., the project will include a scientific pro- 
gram covering practical material for those in 
general practice. The lecturers will be divid- 
ed between Temple University Medical 
Center faculty and Puerto Rico Medical 
School faculty. Highlights of the week will 
include a trip to the Virgin Islands, and a 
tour of San Juan. 


University of Washington 

Governor Albert D. Rosselini will be prin- 
cipal speaker when the new 300-bed Univer- 
sity of Washington Teaching Hospital is 
dedicated Saturday, April 18. Especially 
designed for teaching and research, the new 
hospital will be a training center for 18 
health professions, and a hub of basic and 
applied research. Adjacent to the Health 
Sciences building, the hospital has been 
built in two stages. Unit I, housing offices 
and laboratories for departments concerned 
with patient care, was completed in 1954. 
Unit II, now under construction, contains 
central service and diagnostic ‘facilities, an 
outpatient clinic and beds for 300 in- 
patients. 

Four members of the staff have recently 
been appointed to advisory committees of 
the National Institutes of Health. Dr. 
STANLEY H. BENNETT, executive officer of 
the department of anatomy, was named to 
the National Advisory Health Council. Dr. 
Hans NevRATH, biochemistry, to the Bio- 
chemistry Training Grant Committee; Dr. 
K. ALVIN MERENDINO, surgery, to the Sur- 
gery Study Section; and Dr. CHARLES 
Evans to the National Advisory Cancer 
Council. 

Dr. Joun C. SHerris has been appointed 
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director of the microbiology division of the 
laboratory of the University hospital and 
associate professor of microbiology. 


Wayne State 

In recognition of his “inspiring leader- 
ship,” former students of Dr. Gorpon B. 
Myers have established an annual award in 
his name. The Gordon B. Myers award in 
Internal Medicine, $100 and a scroll will be 
given to the graduating senior who distin- 
guishes himself in courses given by the de- 
partment of medicine. 

Dr. Myers is professor of medicine and 
heads the university service in internal med- 
icine at Harper hospital. He was department 
chairman for 21 years. 

Approval of a proposed affiliation agree- 
ment between Wayne State University and 
Sinai hospital has been given by the univer- 
sity’s board of governors. With the accept- 
ance of Sinai as an affiliate, the college of 
medicine now has three private Detroit hos- 
pitals available for all phases of teaching, re- 
search, and patient care. 


Wisconsin 

Two University of Wisconsin neurologists 
are in Russia for a 30-day tour of nerve 
research centers. Dr. FRANcIS M. Forster, 
chairman of the department of neurology, 
and Dr. CLinton N. Woo professor of 
neurophysiology, are among the six scien- 
tists whose trip is being sponsored by the 
National Institute of Neurological Diseases 
and Blindness. The mission, first in the field 
of neurology, was made possible by an 
agreement signed with Russia to permit 
such exchange visits in various fields. 

Dr. Hans H. REEsE of the neurology de- 
partment was a member of a study group 
representing physicians from several states 
who were invited by the Federal Republic 
of Germany to a special study tour of Ger- 
man universities, including West Berlin. The 
program for the eight participating guests 
was prepared by the Public Health Division 
of the German Federal Ministry of the In- 
terior at Bonn, and included undergraduate 
and postgraduate medical education and 
trends of researches in medicine. 
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aid fo composure 


While you work ...there’s pleasure to be had 
from the performance, the handling ease... 
and the luxury look-and-feel of your new 
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American Hospital Association 


Inauguration of an American Hospital 
Association program to list in-patient care 
institutions other than hospitals was ap- 
proved by the Association’s board of 
trustees at a meeting held November 21, in 
Chicago. The board adopted the proposal to 
list such institutions as nursing homes, and 
also approved a statement and a release 
form on blood transfusions for Jehovah’s 
Witnesses who object to the administration 
of blood on religious grounds. According to 
Dr. Epwin L. Crossy, the Association’s 
director, the listing program will be carried 
out in the same manner as the listing pro- 
gram for hospitals. Primary purpose is a 
census of hospitals, not a measure of quality 
of care, Dr. Crosby said. 


Smith Kline & French Laboratories 


The establishment of an independent re- 
search organization in Great Britain to sup- 
plement the firm’s own extensive Research 
and Development Division in Philadelphia, 
has been announced by Smith Kline & 
French Laboratories. It is their aim to pro- 
vide the company with a direct link to 
European science. Heading the organization 
will be Professor W1LL1AM A. Barn, who has 
held the Chair in Pharmacology at the Uni- 
versity of Leeds since that post was created 
in 1946. 


Department of Health, Education and 
Welfare 


A new research center for the study of 
drugs and their use in the treatment of men- 
tal illness was officially opened recently at 
Saint Elizabeth’s Hospital, Washington, 
D.C. The project is operated jointly by 
Saint Elizabeth’s and the Public Health 
Service’s National Institute of Mental 
Health. Known as the Clinical Neurophar- 
macology Research Center, the project is 
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ITEMS OF CURRENT INTEREST 


being set up in the William A. White build- 
ing and is being equipped for a comprehen- 
sive, scientific assessment of the tranquiliz- 
ing and energizing drugs and their effects on 
mental function, particularly in the treat- 
ment of mental disorder. 

Dr. Joe. J. ELKEs, National Institute of 
Mental Health pharmacologist and former 
chairman of the department of experimental 
psychiatry at the University of Birmingham 
in England, is the director of the Center. 


Atomic Energy Commission 


The AEC will assist 30 American colleges 
and universities in equipping their labora- 
tories for training in nuclear technology as 
related to the life sciences. Medical schools 
sharing in the $326,510 grant include Bos- 
ton; Indiana; Minnesota; Puerto Rico; 
Temple; Albert Einstein; Texas-Southwest- 
ern Medical Schoo, and the University of 
California Medical Center (San Francisco). 


MEND News 

Capt. Bennett F. Avery, MEND Na- 
tional Coordinator, visited the University of 
Miami and Emory University during No- 
vember, raising the total of schools visited 
since July to 11. Present planning is to visit 
as many of the 44 remaining MEND.-affili- 
ated schools of medicine as possible this 
year. 

First of five MEND symposia in the 
current academic year will be held on Janu- 
ary 19-21 at the Walter Reed Army Insti- 
tute of Research, Washington, D.C. En- 
titled ‘Infectious Disease Problems,” it will 
be presented by the Institute’s Division of 
Communicable Disease for representatives 
of the 55 MEND.-affiliated schools and 
other interested individuals. 

Spaces for MEND-school representatives 
for “Management of Mass Casualties” 
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courses at the Army Medical Service School 
on February 9-13, and at the Walter Reed 
Army Institute of Research on February 
16-21, were all filled by early November. A 
few spaces remain for the course on June 
15-19 at the Army Medical Service School, 
Fort Sam Houston, Texas. 


Department of the Air Force 


Brigadier General HAro_tp H. Twitcu- 
ELL, USAF (MC), was named president of 
The Association of Military Surgeons at the 
association’s 65th annual convention held in 
Washington, D.C. recently. General Twitch- 
ell is Command Surgeon of the U.S. Air 
Forces in Europe at Wiesbaden, Germany. 

Organized in 1891, the Association of 
Military Surgeons is devoted to the ad- 
vancement of all phases of medicine as relat- 
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ed to the federal services. It represents all 
aspects of and all professions in the medical 
services of each federal agency. 


Mead Johnson Awards 


The first Mead Johnson Awards for 
Graduate Training in anesthesiology were 
granted to physicians in Berkeley, Calif., 
Dallas, Texas, and Indianapolis, Ind. Re- 
ceiving the first awards are: Dr. Ropert D. 
Winship, a resident physician at the Uni- 
versity of California Hospitals, San Fran- 
cisco; Dr. Jack A. Gray, a resident physi- 
cian in anesthesiology at Parkland Memori- 
al Hospital; and Dr. THomas F. Woopen, 
who will become a resident physician in 
anesthesiology at Indiana University Medi- 
cal Center following completion of his army 
service. 
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Faculty Vacancies 


Oxsstetrics and Gynecoiocy: Full-time Board 
eligible instructor for expanding Department Obstetrics 
and Gynecology in large midwestern university. Ample 
opportunity for research, teaching and clinical experience. 
Address: V-68. 


FELLOWSHIP In CARDIOVASCULAR Disease: Active 
participation in cardiac catheterization, cine-angio- 
cardiography, phonocardiography and experimental sur- 
gical laboratories. Should have completed internship. 
Possible later incorporation into surgical or medical resi- 
dency. Apply to J. G. Mudd, M.D., St. Louis University 
Hospitals, 1325 S. Grand Blvd., St. Louis 4, Mo. 


OpuHTHALMOLOGIST: Full-time assistant or associate 
professorship available in Eastern university medical 
school. Excellent opportunity for young man interested 
in academic career. Ample facilities, support and time for 
research. No private practice required. Address: V-70. 


Sentor Patuovocist: Three hundred forty bed general 
teaching hospital and large diagnostic clinic, located in the 
East. All departments adequately staffed by full-time 
board certified M.D.’s. and Ph.D.’s. Please give full sum- 
mary of qualifications when answering. Apply to Admin- 
istrator, Guthrie Clinic-Robert Packer Hospital, Sayre, 
Pa. 


ANESTHESIOLOGIST: Board qualified, to be in charge of 
midwest university hospital service. Active general, tho- 
racic, and cardiovascular surgical program. Ample re- 
search and teaching opportunity, attractive salary. Ad- 
dress: V-71. 


PepIaTRIctAN: Full time clinical teacher for depart- 
ment with active student and house staff educational pro- 
gram. Person interested in clinical teaching as a career 
desired. Considerable small group teaching with less em- 
phasis on lectures. Rank and salary dependent on qualifi- 
cations. Address: V-72. 


Vrro.ocist and ImmMuNoLocist: Research position in 
medical school for young Ph.D. interested in immunology 
and virology to cooperate in a research program as well as 
to pursue individual interests. Salary depends upon quali 


fications oot experience. Opportunity for teaching. Ad- 
dress: V-7 


Psycuiatric Soctat Workers: Active participation 
in clinical teaching and in expanding program of services 
in the department of psychiatry and in pediatrics- 
psychiatry clinic in eastern university medical school. 
Excellent opportunity for individuals interested in social 
work contribution in medical education. Qualifications: 
Master’s de pgree with psychiatric sequence, and for senior 
positions experience in superv ision or texc hing, prefe rably 
in psychiatric clinical setting. Send curriculum vitae 
with application. Address: V-74. 


PHYSIOLOGIST OR PHARMACOLOGIST: Teaching and 
research position in medical school. N.Y.C. area. M.D. or 
Ph.D. required. Training in neurophysiology desired 
aig based on qualifications and experience Address: 

75 


PROFESSOR OF PREVENTIVE MeEpicine: The Univer- 
sity of Alberta invites applications for the position of pro- 
fessor and head of the department of preventive medicine 
in the faculty of medicine. Duties will include administra - 
tion of the department, teaching of graduate and under- 
graduate students and a program of research. Salary wil! 
be $10,000 per annum with consulting privileges. Inter- 
ested applicants should send a complete curriculum vitae, 
names of three referees, and a recent photograph to the 
office of the Dean of Medicine, University of Alberta, 
Edmonton, Alberta. 


PEDIATRICIANS: Two or 3 part-time teaching positions 

may ay remainder of time for private practice. Ad- 
dress: F. Gillick, M.D., Creighton University School 
of Medicing, Omaha 2, Nebraska 


Psycuiatrists: Full-time and part-time teaching posi- 
tions. Need coordinator of teaching grant program. Would 
function under departmental director. Address: F. G. 
Gillick, M.D., Creighton University School of Medicine, 
Omaha 2, Nebraska 


OPHTHALMOLOGIST and OTOLARYNGOLOGIST: Interest- 
ing opportunity for part time association with an active 
teaching program. Address: V-76 
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department listing the request. 


To aid in solution of the problem of faculty vacancies, MEDICAL EDUCATION will list 
persons and positions available, as a free service. The school department or person may 
have the option of being identified in these columns or of being assigned a key number 
for each position listed. Mail addressed to key numbers will be forwarded to the person or 


Information for these columns should reach the Personnel Exchange, Journal of Medical 
Education, 2530 Ridge Avenue, Evanston, Illinois, not later than the 10th of the month which 
precedes the month in which the listings will appear. 


Personnel Available 


Psycatatric Soctat WorKER: Female, single. Social 
Science and Administration Certificate, The London 
School of Economics and Political Science, England. 
Group work, B.S.W. University of Toronto, School of 
Social Work, Canada. Psychiatric Social Work, M.S.W. 
and Ac ivanced Curriculum, Univ. of P ennsylvania. Expe- 
rience in administration (United Nations). One year in 
residence in a State hospital followed by two years of 
clinical work in a university setting. Familiar with family 
centered teaching of medical students and residents. 
Desires faculty appointment. Available from September. 
Address: A-366. 


MICROBIOLOGIST: Completing all requirements in 
September for the Ph.D. degree in Medical Parasitology, 
with a minor in Bacteriology and Immunology. Desires 
position in medical school teaching microbiology with 
opportunity for research. Address: A-367. 


Patuo ocist: Age 44, certified C.P. and P.A. Aca- 
demic background with extensive teaching experience 
Particularly interested in medical and pediatric patholo- 
gy. Organized and presently operating large department 
in university hospital. Desires to relocate in major city, 
east or west coast. Interested in combined teaching-service 
type practice in university or affiliated hospital. Address: 
A-368 


Eprpem1oocist: Age 30, M.D., M.P.H., requirements 
completed for Dr. P.H. Experience in obstetrics, student 
medicine, health department and chronic disease research 
Desires teaching and research position in medical school 
department of public health and preventive medicine. 
Research in many fields; publications. Address: A-369. 


MicroBioLocist: Ph.D. Training, experience and 
publications in bacterial physiology (nucleic acid synthe- 
sis) and immunology or immuno-chemistry (antibody for- 
mation); several years teaching experience of medical 
students, nurses and technicians. Desires medical school 
or other academic position in teaching and /or research. 
Address: A-370. 


Ph.D. Physician. Eight 
years experience teaching medical and graduate students. 
Associate professor in leading Eastern university. Numer- 
ous publications and membership in leading professional 
societies. Desires medical school position where there is 
available a combination of pre-clinical and clinical teach- 
ing with research facilities. Principal interest and experi- 
ence in nutritional biochemistry and metabolism. Address: 


A-371 


PEDIATRICIAN-PSYCHIATRIC ORIENTATION: Age 34, cer 
tified, F.A.A.P. Five years of private practice Desires aca 
demic position with opportunities for research in psycho 
somatic aspects of pediatrics. Available July 1959. Ad 
dress: A-373 


ANATOMIST: Age 35, married. Desires change of posi 
tion with more time for research, in Canada or U.S. Medi- 
cal graduate of London Medical School and the English 
Royal Colleges. Also a London Ph.D. Has had extensive 
medical experience and surgical training before becoming 
an anatomist. Since then lectureship in a London school 
and Senior Lectureship and Readership for six years in a 
British overseas university. Has had responsibility for 
teaching, planning and administration. Publications in 
journals. Address: A-374 


Attercist: Board eligible in medicine. Desires career 
type opportunity in teaching and research. Has basic train 
ing in immunology. Will consider full-time, 


geographic 
full-time and half-time opportunities. Address 


A-375 


INTERNIST-Biocnemist: Ph.D., M.D. Age 42. Desires 
opportunity to do research with some clinical work, inter 
ested in rheumatic diseases ed teacher and in 
vestigator. Wide scientific background, including radio- 
isotopes, publications. Address: A-376 


experien 


Rotatinc INTERN: Age 26. Publication co-author. De 
sires faculty appointment in general 
references. Available July 1959. Address 


irgery. Excellent 


A-377 


PEDIATRICIAN: Diplomate 
atrics. Currently assistant 
position in a new location 


American Board of Pedi 
professor 


Address 


seeking a teaching 


4-378 
OrtHopepic SurGeon: British, age 36. F.R.C.S 
(Edin.) F.R.C.S. (Eng.) Guy’s Hospital Medical School 
London. Publications, British Medical Journal. Eight 
years experience. Desires position in American medical 
school, preferably in orthopedic and traumatic surgery 
Prepared to sit any necessary licensure or other examina 
tions. Prefers settling in a maritime state with a warm 
climate. Address: A-379 


Microscopic ANatomist: M.D., male 
sociate professor but desires change of locale to upper 
midwest or west for reasons of health. Seeking academic 
or research position in medical center or research labora 
tory. Address: A-380 


Presently as 


PuysioLoctst: Ph.D., 1958, married, three children 
Research in circulatory and respiratory physiology. Nine 
publications; teaching experience with medical and dental 
students. Desires teaching appointment in New England 
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or New York State, with opportunity for research. 
Address: A-381. 


InTERNIST: Certified; age 33. University trained; cur- 
rently on faculty of medical school with experience in 
private practice and industrial medicine. Desires position 
in teaching hospital with opportunity for clinical investi- 
gation in cardio-vascular diseases. Address: A-382. 


INTERNIST: Female, age 32; Mayo trained with an 
interest in hematology. Desires teaching position. Ad- 
dress: A-383. 


Surceon: Age 33, certified general, experience in 
thoracic and extra-corporeal techniques. University 
training. Seeks full-time academic position with oppor- 
tunity for research. Address: A-384. 


BIOSTATISTICIAN: Seeking position as member of team 
in basic medical research or as lecturer to medical, dental, 
pharmacy and graduate students. Address: A-385. 


PEDIATRICIAN: MPH, desires teaching and/or re- 
search position with clinical emphasis. Address: A-386. 


ANATOMIST: Position wanted in university anatomy 
department in U.S., by married male with family. British 
medical school degree in medicine, extensive clinical ex- 
perience, and recent teaching and research experience in 
anatomy in England. Good references available. Avail- 
able to attend interviews in the U.S. now. Address: A-387. 


OPHTHALMOLOGIST: Research scientist in field of 
vision and ophthalmology desires teaching position in 
Canada or U.S. Long experience in field and extensive 
a. Contracts pending and in hand. Address: 
A-388. 


OBSTETRICIAN-GYNECOLOGIST: Foreign physician, 
age 30, three years residency in Obstetrics and gy necology 
in teaching hospitals of U.S.A., with good command of 
English, desires position as preceptor in Ob-Gyn., starting 
July 1959. Address: A-389. 


January 1959 


UrRo.ocist: Foreign physician, age 30, one year intern - 
ship, three years in urology and one in urological research 
in teaching hospitals of U.S.A. desires position as pre- 
ceptor in urology, ~—e July 1959. Good command of 
English. Address: A-390 


THoracic SuRGEON: M.D. 1947, University of Istan- 
bul. Served an internship in surgery (1954-55) Montana 
Deaconess Hospital, Great Falls, Montana. Served as 
Fellow in Thoracic Surgery (sponsored by American Col- 
lege of Chest Physicians) Knoxville, Tenn. Presently 
in charge of thoracic surgery department at Armenian 
Hospital, Istanbul. Desires teaching position in American 
medical School. Address: A-391. 


PatuHo.ocist: Age 35, married. Certified PA 1955. 
Academic background and three years teaching experi- 
ence. Wishes to relocate in West. Will consider part-time 
or full-time teaching appointment. Especially interested 
in surgical pathology. Address: A-392. 


OTOLARYNGOLOGIST and Heap and Neck SURGEON: 
Age 32; board eligible. University of the Philippines 
graduate. Completed five and one half years’ training 
in eastern medical centers (3 years otolaryngology, 6 
months more bronchoesophagology, and 2 years general 
and head and neck surgery). Desires one year fellowship, 
or assistantship, or academic position. Available August 
or October, 1959. Address: A-393. 


Biocnemist: Ph.D., age 30. Assistant professor of 
biochemistry desires academic position. Five years medi- 
cal and graduate teaching experience. Membership in 
national societies, honors, grants, graduate students. Fif- 
teen full-length publications. Research interests: enzy- 
mology, microbial metabolism and protein metabolism. 
Available July 1, 1959. Address: A-394. 


PHYSIOLOGIST-PHARMACOLOGIST: 
married, with family. Presently teaching physiology in 
dental school. Desires teaching position with research 
opportunities in physiology or pharmacology department. 
Address: A-395. 


Ph.D., 1954. Male, 
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Individual Membership 


Association of American Medical Colleges 


In recent years the activities of the Association of American Medical Colleges have ex- 
panded far beyond the original considerations of administrative problems to the many and 
varied problems of medical education as encountered by the entire medical school faculty. 

The expansion of activities has been due to the growing complexity of medical education 
—the swift development of the medical sciences, the rapid accumulation of new knowledge 
to be taught, the pressure for more graduates, the changing patterns of medical care, and 
countless other factors. 

Because of these factors, the AAMC recognizes the need for a professional organization 
to represent not only the medical schools but the faculty members of these schools. Through 
the offering of individual membership, the AAMC provides you with the opportunity to 
exchange ideas, opinions and information through the Annual Meeting, Teaching Insti- 
tutes, and other activities of the Association. 

The AAMC also encourages you to attend the Annual Meeting, not only to meet with 
others who are teaching in your field and discussing the educational problems that are 
peculiar to it, but also with the idea of becoming familiar with the entire field of medical 
education as one of society’s most important enterprises. The time has come when teachers 
of medicine must meet together and discuss the problems and activities that are peculiar 
to medicine as education just as they are accustomed to meet and talk about medicine as 
science. 

As an Individual Member you are entitled to receive The Journal of Medical Education, 
the only magazine devoted exclusively to medical education. The Journal also carries the 
latest news from the medical schools and provides a valuable service through its Personnel 
Exchange column. You receive the yearly Directory, the Proceedings of the Annual Meet- 
ings, and The Medical Monitor, a newsletter which will keep you informed on items of 
current interest in the field of medical education, both nationally and internationally. 

Individual Membership, at only $10 a year, is open to any person who has demonstrated 
a serious interest in medical education over a period of years. All the privileges of mem- 
bership and a provisional membership card are granted immediately after payment of the 
$10 fee, although confirmation must await official action at the next Annual Meeting. 

To obtain membership, fill out the application form below, append check for $10, and 
return to the Association’s central office at 2530 Ridge Ave., Evanston, III. 


INDIVIDUAL MEMBERSHIP APPLICATION 


ASSOCIATION OF AMERICAN MEDICAL COLLEGES 
2530 Ridge Ave., Evanston, Ill. 


Name: 


Mailing Address: 


(City) (Zone) (State) x 
Field of medical education in which chief interest lies: _ 


College or other connection: 


in the 
x 
: 
| 
f 
| 
i 
i 
x 
a 
¢ x a 
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PUBLICATIONS 


Useful information for both medical educators and students is published by the Association of 
American Medical Colleges. These publications may be obtained from the Association headquarters 
office, 2530 Ridge Avenue, Evanston, Ill. 

Booklets 
Medical Education Today ($1.50). 
Admission Requirements of American Medical Colleges—1958—59 ($2.00). 


Fellowships, Funds and Prizes Available for Graduate Medical Work in the U.S. and Canada—4th 
edition, published 1954 ($1.50). 


By-Laws of the Association of American Medical Colleges (Revised 1955). 
Minutes of the Proceedings of the Annual Meetings (1953-57 Minutes now available). 
Public Understanding and Support of Medical Education. 
History of the Association of American Medical Colleges—1876—1956 
The Journal of MEDICAL EDUCATION 
A monthly journal devoted exclusively to medical education. 
Subscription rates: $7 per year, $13.50 two years, $19.50 three years. Foreign $8 per year, $15.50 two years, 


$22.50 three years. Pan America and Canada $7.50 per year, $14.50 two years, $21.00 three years. 
Single copies $1.00. 


Journal supplements available: 
The National Health Service of Great Britain ($1.00). 
Education of Physicians for Industry ($2.00). 
Support of Research by American Cancer Society ($1.00). 
Survey of Women Physicians graduating from Medical School 1925-40 ($1.00). 
Suggestions for Supplementing the Medical Curriculum in Time of National Emergency. 
Medical Education for Foreign Scholars in the Medical Sciences ($1.50). 
A Study of Medical College Costs $(1.50) 
El Estudiante de Medicina ($1.00) 
Teaching Institute Reports ($2.00 paperbound, $3.00 clothbound). 
Report of the Conference on Preventive Medicine in Medical Schools (Report of the 1952 Institute). 
The Teaching of Physiology, Biochemistry and Pharmacology (Report of the 1953 Institute). 
The Teaching of Pathology, Microbiology, Immunology and Genetics (Report of the 1954 Institute). 


The Teaching of Anatomy and Anthropology in Medical Education (Report of the 1955 Teaching 
Institute). 


The Appraisal of Applicants to Medical School (Report of the 1956 Institute). 

The Ecology of the Medical Student (Report of the 1957 Institute). 

Medical Audio-Visual Institute Publications 

Film Catalog, Fall 1955 and Supplements. 

Reprints from the Audiovisual News Section of the Journal of MEDICAL EDUCATION. 


Films in Psychiatry, Psychology and Mental Health (available from the Health Education Council, 
92 Belmont Drive, Livingston, N.J.). 


Films in the Cardiovascular Diseases (Part | available from the American Heart Assn.), 44 E. 23rd 
St., New York 10, N.Y. ($2.00). 
Part Il available from the Medical A-V Institute ($2.00). 

Publications of Related Organizations 

Hospitals Participating in the Matching Program 1958 (NIMP). 

Results of the Matching Program 1958 (NIMP publication). 

The Student and the Matching Program 1958 (NIMP publication). 


Medical College Admission Test—Bulletin of Information 1958 (Educational Testing Service publi- 
cation). 


Psychiatry in Medical Education—1951 Conference ($1.00). 
The Psychiatrist: His Teaching and Development—1952 Conference ($2.50). 


(The above can be obtained from: American Psychiatric Assn., 1785 Massachusetts Avenue, NW, Washing- 
ton, D.C.). 


horazine 


(chlorpromazine, S.K.F.) 


one of 
the 
fundamental 
crugs 
in 
medicine 


‘Thorazine’ is a valuable therapeutic agent in nearly all fields of medicine 
because of its three fundamental properties: 


e capacity to alleviate anxiety, tension and agitation without dulling 
mental acuity 
e profound antiemetic effect 
e ability to potentiate narcotics and sedatives 
Available: Tablets, Spansule* sustained release capsules, Ampuls, Mul- 


tiple dose vials, Syrup and Suppositories. 


(ff) Smith Kline & French Laboratories 


*T.M. Reg. Pat. Off 
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nutritional therapy in convalescence 


to accelerate convalescence... 


Sustagen 


Complete food, Mead Johnson 
powder 


Builds tissue, promotes well- 
being, enhances rehabilitation 


Specific treatment may vary infi- 
nitely in details, but one factor re- 
mains constant—the urgent need of 
every seriously ill patient for thera- 
peutic nutrition. 

With Sustagen you can give your 
patients extra nutritional reserves 
which they need to withstand both 
medical and surgical crises and de- 
bilitating diseases, 

Sustagen in itself is a balanced diet 
and can be given by mouth or by 
tube. It can be used alone or as a 
supplement to the diet, for short 
term or prolonged nutritional ther- 
apy. Sustagen supplies every known 
essential nutrient for maintenance 
or rehabilitation. 


Detailed information on the use of 
Sustagen in many clinical conditions is 
provided in the booklet “Nutritional 
Therapy: The Use of Food in the Man- 
agement of Illness and Injury.” Your 
Mead Johnson Representative will 
gladly supply you with a copy...or you 
may write to us, Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 
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